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Research shows that, when unintentional harm to patients in outpatient and hospital 
settings occurs, root cause analysis (RCA) investigations should be conducted to identify 
and implement corrective actions to prevent future patient harm. Executives at a small 
healthcare consulting company that employs patient safety officers (PSOs) responsible 
for conducting RCAs were concerned with the low quality of RCA outcomes, prompting 
this postinvestigation assessment of PSOs’ RCA training and experiences. Guided by 
adult learning theory, the purpose of this study was to assess PSOs’ RCA training and 
investigation experiences by examining self-reported benefits, attitudes, barriers, and 
time since training, and the relationship between time since training and the number of 
barriers encountered during RCA investigations. This quantitative study used a 
preestablished survey with a purposeful sample of 89 PSOs located at 75 military health 
care facilities in the United States and abroad. Data analysis included descriptive 
statistics and Kendall’s tau-b correlations. Results indicated that PSOs had positive 
training experiences, valued RCA investigations, varied on the time since RCA training, 
and encountered barriers conducting RCAs. Kendall’s tau-b correlation analysis showed 
that the time since training was not significantly associated with the frequency of barriers 
they encountered. Findings suggest that the transfer of technical RCA knowledge was 
applied during actual RCA investigations regardless of time since training, and 
barriers contributed to subpar quality RCA outcomes. RCA professional development 
was designed to enhance nontechnical, soft competency skills as a best practice to 
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Section 1: The Problem 
Health care providers’ unintentional harm to patients can occur in outpatient and 
hospital settings. A common health care solution to decrease the problem is to investigate 
thoroughly each harm event and to make corrections to prevent a future occurrence. The 
formal investigation is a root cause analysis (RCA), and health care professionals are 
patient safety officers (PSOs) who lead the process. Although the RCA is an expensive 
monetary investment, research on the impact or worthiness of these investigations is 
minimal, from an international and national perspective. Additional studies could 
increase the body of knowledge on this subject. Section 1 of the study provides in-depth 
information on patient harm and RCA investigations from local and global organizational 
levels. 
Definition of the Problem 
The PSOs are responsible for managing or leading activities that improve the 
overall performance of work systems and processes that contribute to safe patient care 
because health care workers unintentionally could harm patients. Khanna (2008) stated 
that a PSO is a health care professional who is responsible for implementing an 
integrated, patient safety plan to decrease errors, to design safety systems, and to improve 
health care outcomes for the patient. PSOs are responsible for making changes to reduce 
patient harm through RCA investigations. Upon initial hiring into the PSO role, the new 
officer participates in a standardized, professional patient-safety officer-training course 
that offers comprehensive instruction on conducting RCA investigations. However, 
health care leaders at the local level perceived that the outcomes of the investigations are 
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subpar. The problem was that no posttraining assessment was available to identify gaps 
or barriers in the processes.  
It is no longer news that patients are injured or harmed because of health care 
personnel’s unintentional actions. Due to proven success in the aviation industry, RCA 
investigations are now an accepted method of reducing patient harm in hospital and clinic 
settings (Braithwaite, Westbrook, Mallock, & Travaglia, 2006). Although PSOs, after 
formalized training, conducted RCA investigations at the local level, health care leaders 
were concerned that training investments, from a monetary, personnel, and patient-safety 
improvement standpoint, were not in alignment with expected investigation outcomes. 
Personnel who review the documentation indicated that the PSO’s ability to conduct a 
quality RCA often seemed inadequate (J. George, personal communication, March 19, 
2013). However, no posttraining or postinvestigation follow-up occurred to determine 
how PSOs assess their training experiences after they start performing their role as RCA 
investigators. No follow-up assessment occurred to determine what barriers they might be 
encountering in conducting investigations; this is the problem. 
A review of the literature revealed limited researchers who addressed outcomes 
from RCA training or investigations in health care settings, and only a few of those 
addressed RCAs conducted within the patient safety discipline. An assessment from the 
PSOs’ perspective to identify possible gaps or barriers with their RCA training and 
investigation experiences led to recommendations or adjustments to improve patient 
safety, RCA training, and investigation measures or outcomes. A survey assessment 
methodology was used to identify training gaps, transfer of learning needs, or barriers 
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encountered during the RCA investigation process. Egan (2012) stated that transfer of 
learning and retention of information improve when the lag time between learning and 
structured spaced practice, testing, or structured model-building decreases. The 
information obtained from this project study could be a first step toward modifying 
training or investigation processes to help eliminate subpar RCAs for improved patient 
safety.  
RCA is a systematic exploration of the systems and processes that contributed to a 
patient harm incident (Paradies & Unger, 2008). Leape (2000) stated a change in process 
to promote patient safety is crucial in reducing the estimated 99,000 preventable medical 
harm events to patients each year. High quality RCA investigations are poised to yield a 
reduction in patient harm rates. 
 The PSOs outsourced RCA training consisted of an expansive in-depth, 2-day 
certificate-granting course. Active learning occurred throughout the course, and the PSOs 
completed the course within the first few weeks to 1 year of employment. Several PSOs 
who participated in the RCA professional development training were employees of a 
health care consulting company whose mission is to improve other organizations’ safety 
cultures to reduce patient harm. 
The healthcare consulting company accomplishes this goal by providing patient-
centered improvement services and products to health care organizations, which consist 
of international and national clients in more than 17 countries (The Beryl Institute, 2012). 
Team training, team communication practices, simulation training, organizational needs 
analysis, organizational database review, analysis, and correlation are some services the 
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company provides. The company is a small business, with fewer than 125 payroll 
employees (D. Baily, personal communication, August 6, 2012). The company provides 
professional staffing and consulting services to health care organizations. More than 150 
civilian and military organizations worldwide receive services, including military health 
care office clinics and hospitals (D. Baily, personal communication, August 6, 2012). 
Many of the employees provide PSO duties at over 70 military health care organizations 
in the Air Force. The company is responsible for ensuring that employees attend the 
professional development course. 
Rationale 
 The PSOs’ ability to sustain and apply the knowledge and skills learned after 
training to improve patient safety culture is questionable. There was a gap between 
training and adequacy of RCA investigations. The purpose of this study was to assess 
PSOs’ reports concerning RCA training and investigation experiences, benefits, attitudes, 
barriers, and time since training. Additionally, I examined a possible correlation between 
the time since RCA training and the number of barriers encountered during RCA 
investigations. The findings from the assessment could lead to the development of a 
relevant project that includes recommendations or changes to remove barriers and 
programs implemented to improve RCA training and investigation outcomes for patient 
safety.  
Evidence of the Problem at the Local Level 
Many of the employees of the company provide PSO duties at over 70 military 
health care organizations in the Air Force. The managing staff of the company ensures 
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that the PSOs have attended or will attend the RCA professional development training 
course within the first 12 months after employment. The RCA is a systematic method 
used to examine the reason or reasons why a patient harm event occurred. The RCA also 
includes solutions and actions necessary to prevent a future occurrence (Sherwin, 2011). 
An RCA investigation is one duty the PSO performs to structure an improvement process 
for a system or process that caused patient harm. The PSO usually attends the next 
available RCA course after employment; the courses occur approximately three times per 
year. There is 100% compliance with RCA training for the PSOs of the company. As a 
condition for employment, the PSOs must have a baccalaureate degree. The degree level 
is an indication, with reasonable assurance, that the PSO has the knowledge, skills, and 
abilities to think critically and to conduct assigned duties. A baccalaureate degree is a 
standard requirement for the PSO in the local community (Patient Safety Manager, n.d.). 
When a serious, avoidable, patient harm event occurs or almost occurs, an RCA 
investigation follows to remove the problems in the process or system that caused the 
harm event. Paradies and Unger (2008) reported that a credible and thorough RCA 
investigation improves process and issues of systems within organizations. Paradies and 
Unger defined an RCA investigation as a method to keep a problem from happening 
again by finding the missing knowledge and the best corrective actions or practices to 
eliminate or minimize the problem. 
The PSOs conduct or facilitate an RCA investigation when the need arises; 
however, detailed information about the facts, figures, or statistics on the patient harm 
events or RCA findings at the local level were not included in the current study. 
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According to the U.S. Code 1102, the specific information on patient harm and RCA data 
are quality assurance records; therefore, this information is not disclosed. According to 
Cornell University School of Law (2012), U.S. Code 1102 is medical quality assurance 
records rule related to the review of medical or dental incidents and risks for the 
Department of Defense; the records are confidential, privileged, and cannot be disclosed. 
A management review of the PSOs’ RCA investigations indicated the quality of 
the investigation might not be capturing the thoroughness expected of such an 
investigation (G. Baird, personal communication, April 5, 2010). Determining all root 
causes of the harm event, determining corrective actions, implementing the corrective 
actions, and measuring the outcomes of the corrective actions to prevent future harm are 
areas in which inconsistencies in thoroughness need improvement. Summative feedback 
from each training revealed that PSO employees rated the course very high in content and 
that course delivery met or exceeded their expectations. The PSOs also indicated high 
confidence in having the necessary information and tools to go back to their work site 
and perform all required tasks and assignments related to conducting an RCA. 
Performance coaching calls with PSO employees at 3, 6, and 12 months after training 
were consistent with employees’ perceptions that the course information was a part of 
their day-to-day patient safety activities. 
As a program director for the health care consulting company that employs many 
PSOs, I review PSOs’ documentation regarding RCA investigations. The RCA 
investigations facilitated by the PSO sometimes result in weak, incomplete analysis or 
insufficient solutions to address the process that would reduce future harm to patients. It 
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was not clear why the professional development training was not resulting in the 
expected outcome of meaningful RCA investigations. Additionally, there were no 
posttraining activities or postinvestigation follow-up assessments to determine how PSOs 
report their training experiences after they begin performing their role as RCA 
investigators.  
After course instruction, sometimes there was an extended period before the PSOs 
were required to conduct an investigation of the RCA. The amount of time often 
extended to more than a year. It seemed that PSOs who performed or applied RCA 
knowledge close to the time they completed the RCA course produced a better RCA 
investigation. Extended timing, therefore, could contribute to poor transfer of learning or 
could contribute to other issues that have not been addressed in recent research. The 
purpose of the current study was to fill this gap.  
The survey used in this study was designed to elicit information on training and 
RCA investigations to describe the amount of time that elapsed between the PSOs’ 
professional development training and when they conducted an RCA investigation. The 
PSOs’ self-reported assessment on the efficacy of the training, the efficacy of their 
conducted investigations, the presence of barriers in conducting investigations, and the 
changes in work practices regarding safety, error reporting, and the advancement of 
safety in health care were other components of the study. Information obtained from the 
survey revealed PSOs’ perceptions of their investigative experiences, benefits of training, 
and attitudes after they received training and conducted RCA investigations. Survey data 
were also used to examine a possible relationship between the amount of time since PSOs 
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had RCA training and the reported frequency of barriers encountered in conducting the 
RCA. The PSOs’ self-reported assessments provided evidence of possible strengths and 
shortcomings after training or during the RCA investigation. Results of the study could 
be used to support improvement plans to strengthen the return on RCA investments and 
outcomes. 
Evidence of Problem from Professional Literature  
An abundance of literature existed on professional development, patient safety, 
and the RCA investigation process. However, limited quantitative studies addressed 
professional development training for health care RCA investigations. Qualitative studies 
that addressed professional development training and participants’ posttraining and 
investigation experiences were also sparse. The lack of safe patient care from health care 
organizations that existed to serve quality, error free, and compassionate care was 
startling (IOM, 2000). The report indicated that almost 100,000 patients die prematurely 
per year because of preventable medical errors, and that preventable medical errors 
included a higher number of deaths per year than the number caused by motor vehicle 
accidents and breast cancer (IOM, 2000). Strategies to improve patient care within 
organizations were a part of the report. As a means to prevent future errors, one strategy 
was to understand why organizational accidents happened and to develop a system that 
would not only identify patient harm events, but also to include methods to learn from the 
errors (IOM, 2000; Reason, 2003).  
Leape (2000) stated that a change in process to promote patient safety is crucial in 
reducing the estimated 99,000 preventable medical harm events to patients per year. High 
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quality RCA investigations are poised to yield a reduction in patient harm rates. Health 
care organizations reacted to reduce the harm rates through a variety of patient safety 
activities. Patient error reporting started to increase after the report by the IOM. The data 
obtained from the increase in error reporting was analyzed to find solutions to correct the 
problems that were causing patient harm. Proven methodologies to correct system 
problems and improve processes within an organization to reduce patient harm included 
the plan, do, check, act (PDCA) model, lean production, and a popular RCA 
methodology (Leonard, Frankel, Federico, Frush, & Haraden, 2013). These processes 
were used to identify and solve problems to reduce patient harm. The RCA problem-
solving process was used to determine the root causes that led to patient harm. The 
proven process provides guidance on developing corrective actions and permanent 
solutions that serve as safeguards to prevent a future error or harm event. 
The Joint Commission (TJC), a health care accreditation organization, requires an 
RCA investigation on all serious patient harm errors or sentinel events reported 
voluntarily. Yuniarto (2013) described an RCA as an analysis process used to define a 
problem, identify underlying causal factors and root causes of the problem, and 
implement corrective actions or prescribed procedures to prevent the problem from 
happening again. This definition indicates the seriousness in removing factors that caused 
the patient harm. The harm to the patient from a serious or sentinel event is severe; it 
often results in death or a permanent loss of a vital function (TJC, 2013). Yuniarto’s 
definition is in line with TJC belief that knowledge of a problematic process or root cause 
analysis investigation of a system is necessary to understand the fundamental reasons for 
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the failure or inefficiency (TJC, 2013). The understanding of the root cause, the selection 
of solutions, and interventions to correct the process or system are usually sufficient to 
prevent future problems. Many hospitals and ambulatory clinics associate with TJC 
because their accreditation signals that the health care organization is high performing 
and provides high quality patient care (TJC, 2013). 
TJC has been a nationally recognized leader in health care performance 
measurement since the mid1980s (TJC, 2013). TJC’s record of accomplishment validates 
the experience of the organization. The staff of the commission reviewed over 900 RCA 
reports for sentinel events in 2012, and over 2,900 reviews occurred since 2010. From 
those reviews, the five leading sentinel events reported were retained foreign object 
during a procedure or surgery, wrong site surgery or procedure, a delay in treatment, 
suicide, and an operative or postoperative complication (TJC, 2013). 
Of the five leading process and system failures cited, the five most frequently 
occurring root causes noted from the RCA investigations were issues with 
miscommunication, a human factor such as fatigue, leadership problems, assessment 
missteps, and the physical environment of the health care facility or information 
management structure (TJC, 2013). The total harm events voluntarily reported probably 
represented a small fraction of what remained unreported. TJC posted a disclaimer on the 
RCA investigation data that stated that because sentinel events notification is a voluntary 
process, only a fraction of actual events are reported; no epidemiological conclusions 
were available on the aggregated RCA data (TJC, 2013).  
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The rate of patient harm issue captured Congressional interest, and the Obama 
administration launched a Partnership for Patients initiative in 2011 that called for a 
reduction in patient harm events by 40% by 2013 (Institute for Healthcare Improvement 
[IHI], 2011). The problem with subpar RCA investigations warrants exploration. 
Understanding this problem could lead to a reduction of inpatient harm events within 
health care organizations. 
The research problem was to gain insight into a local RCA problem. The literature 
review indicated the magnitude of the problem with patient harm events, and the intent of 
RCA investigations to resolve them was compelling. The purpose of this study was to 
assess PSOs’ reports concerning RCA training and investigation experiences, benefits, 
attitudes, barriers, and time since training. Additionally, I assessed whether there was a 
correlation between the time since RCA training and the number of barriers encountered 
during RCA investigations. The findings from the study led to the development of a 
project that consisted of recommendations or changes to remove barriers and to improve 
RCA training and investigation outcomes for patient safety. Understanding PSOs’ 
experiences regarding RCA training and investigations could provide insight on their 
training, the dynamics that occurred when conducting the RCA, and their perceptions of 
outcomes. The knowledge could help in developing solutions to improve the quality of 
RCA investigations and reduce patient harm incidents in the local setting. Findings may 
be shared with local health care professionals to guide and improve their patient safety 
RCA education and activities. Correcting the specific gaps could improve patient safety 
and promote social change in the health care environment. 
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Terms and Definitions 
Adverse event: An adverse event is serious harm or injury to a patient that resulted 
from omissions or things done in error by health care workers; the patient’s disease or 
condition did not cause the adverse event (Luk, Ng, Ko, & Ung, 2008). 
Facilitated an RCA: The PSO participated as an RCA team member and led the 
team through the formalized RCA process (Paradies & Unger, 2008). 
Health care quality: Health care quality is the level to which health care workers 
achieve safe patient outcomes (Shur & Simons, 2008). 
Participated in an RCA: The PSO was an actively involved team member in the 
RCA investigation, but did not facilitate or lead the team through the formalized RCA 
process (Paradies & Unger, 2008). 
Patient safety: Actions and activities that focus on the prevention of patient 
injuries (Thompson et al., 2008). 
Patient safety culture: Patient safety culture is the observable behavior and work 
processes within an organization (Leonard et al., 2013). 
 Patient safety culture artifacts: Patient safety culture artifacts are expected staff 
and leaders’ behaviors that promote safe and optimal patient care, nonpunitive reporting 
of the organizations’ risk hazards and unsafe patient events, corrective action on reported 
risks or events, and feedback on corrective actions to the reporter of the concerns 
(Leonard et al., 2013). 
Patient safety officers (PSOs): PSOs are trained professionals who collaborate 
with unit staff, departmental leadership, and the hospital or health care facility to ensure a 
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safe and supportive culture that supports various initiatives that foster patient safety and a 
clinical environment of service excellence (Denham, 2007). 
 Quality: Quality is a defect- and deficit-free standard of nondeviating excellent 
patient care that is measured against other organizations in the health care community 
(Papa & Rich, 2013). 
Root cause analysis (RCA): A root cause analysis is a performance improvement 
and problem-solving method targeted at identifying, correcting, and eliminating obvious 
and hidden root causes of an undesirable event. Targeting corrective actions at the root 
causes minimizes the chance that the event will recur (Paradies & Unger, 2008).  
Root causes: Root causes are the most basic reasons why a patient harm incident 
or adverse event occurs (Braithwaite et al., 2006; Paradies & Unger, 2008).  
 Sentinel event: A sentinel event is an unexpected or unanticipated injury to a 
patient that involved death, loss of limb or function, or psychological harm (Hancock & 
Algozzine, 2011). 
 The Joint Commission (TJC): The Joint Commission is a United States based 
nonprofit, independent organization composed of doctors, ethicists, and other health plan 
experts that sets standards and an accreditation process for health care facilities on quality 
patient care, safe medication use, infection control measures, and consumer rights 
(Rouse, 2010). 
Significance 
At the local organizational level, PSOs received training to conduct a RCA. Based 
on written feedback, their RCA training was good. Based on verbal feedback, their RCA 
14 
 
investigation conclusions and outcomes might not be meeting the expectations of various 
stakeholders. PSOs need to conduct a thorough and credible analysis of a harm event to 
reduce future harm to patients. In a preservice setting, the PSOs benefitted from an 
extensive RCA training course; however, a perceived gap in performance existed with the 
quality of their RCA investigations. The research questions addressed their posttraining 
and RCA investigations to understand and improve training or experience deficits. 
Reducing the number of patient harm events remains a challenge despite 10 years 
of dedicated initiatives to reducing occurrences and preventing harm in health care 
organizations. James’s (2013) new estimates of patient deaths caused by harm events 
included 210,000 deaths per year, which was twice what the IOM reported in its 
landmark study. RCA investigations conducted proactively and reactively are intended to 
address this problem. If investigations are insufficient or ineffective, patients’ safety 
continues to be at risk. The global expectation of RCA investigations to reduce patient 
harm includes the need to study the level of preparation and training involved in 
preparing PSOs as competent facilitators of RCA investigations. Findings from the 
current study may be used to improve service and ensure patients’ access to safe care in 
hospital and ambulatory clinics. 
When PSOs optimize RCA investigations, social change is probable within health 
care organizations. PSOs can save the lives of patients. Patient harm rates may decrease 
significantly because of credible and thorough RCA investigations, which could meet the 




The purpose of this study was to assess PSOs’ reports concerning RCA training 
and investigation experiences, benefits, attitudes, barriers, and time since training. Using 
survey methodology, I examined whether there was a correlation between the time since 
RCA training and the number of barriers encountered during RCA investigations. The 
findings from the assessment led to the development of a project that consisted of 
recommendations or changes to remove barriers to improve RCA training and 
investigation outcomes for patient safety. Findings from the study added to the body of 
knowledge regarding this problem. This study addressed issues and identified successes 
with RCA investigations to elevate the quality of RCA investigations. 
Research Questions 
The study included two questions concerning the PSOs self-reported training and 
posttraining RCA investigation experiences:  
1. What do PSOs report as their training and investigation 
experiences, benefits, attitudes, barriers, and time since training 
toward improved patient safety in health care settings after 
preservice RCA training and RCA investigations?  
2. What relationship exists between the amount of time since PSOs 
had RCA training and the reported frequency of barriers 
encountered in conducting an RCA? 
Research Hypothesis 
H0: No significant relationship exists between the amount of time since PSOs had 
RCA training and the reported frequency of barriers encountered in conducting an RCA. 
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Ha: A relationship exists between the amount of time since PSOs had RCA 
training and the reported frequency of barriers encountered in conducting an RCA. 
Review of the Literature 
To address RCA training and investigation, I conducted a critical review of the 
literature including defining a theoretical framework and maintaining a practical focus on 
this issue. Knowles’s adult learning theory, transfer of learning, training, patient safety, 
safe care, patient harm events, root cause analysis, and performance outcomes were key 
words used to conduct the review. I searched peer-reviewed journal articles, online 
websites of health care accreditation organizations, scholarly books, personal 
communications, professional health care and patient safety conferences, and the Agency 
for Healthcare Research and Quality (AHRQ) database. Search engines and websites 
used to locate relevant literature included Google Scholar, ProQuest, EBSCOhost, ERIC, 
Medline, and SAGE publications. I also used my personal library of professional books, 
journals, and professional resources. The Walden library proved most beneficial for 
conducting searches because of its multiple key word and phrase search capabilities. 
The theoretical review included an overview of adult and transfer of learning 
theories. The theories aligned with the community of practices and knowledge related to 
professional education and work-required training. The critical reviews of the literature 
included the global body of knowledge related to the problem of patient safety and RCA. 
The critical review included patient harm events, patient safety etiology and its current 





The theoretical foundation of this doctoral study was andragogy, a theory of adult 
learning. Knowles developed six assumptions or theories about adult learning or 
andragogy that suggested adult learning should focus on the manner in which the learning 
is introduced (McGrath, 2009). Lindeman, introduced the term “andragogy to American 
education as early as 1926,” but Knowles developed assumptions and studied andragogy 
extensively (Clardy, 2005, p. 4). Knowles provided professional acknowledgement of 
Lindeman’s adult learning assumptions in his original 1998 document on adult learning 
theory (Moberg, 2006). According to Knowles, Holton, and Swanson (2011), adult 
learning is learner centric and not teacher centric. Knowles’s learner centric theory 
highlights assumptions or principles about matured individuals. For example, adult 
learners self-direct their will and resist learning situations in which they perceive that 
others are imposing their wills on them. Adult learners refer to experiences and use that 
information as resources for learning. Adults are ready to learn if it is relevant to their 
role or social needs, and if it can be applied immediately to help perform a task or solve a 
real-life problem. Adults undertake learning and invest a considerable amount of 
resources to it if they believe there is a need to know about what teachers present 
(Knowles et al., 2011). 
 Though andragogy is one of the leading theories of adult learning, researchers 
continue to identify weaknesses in its use. Critics are not in agreement with Knowles’s 
andragogy theory (Heller, 2004; Pratt, 1993; Rachal, 2002). Andragogy does not meet the 
requirements of scientific theory because of the lack of evidence-based studies and 
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investigations (Merriam, Caffarella, & Baumgartner, 2007). McGrath (2009) argued that 
Knowles’s assumptions are guidelines for what the adult learner should be like in the 
classroom. Taylor and Kroth (2009) offered a solution and constructed an instrument that 
could be used to collect empirical data on Knowles’s assumptions. Perrin developed a 
testable instrument in 2000 but it proved to lack reliability (Knowles et al., 2011). 
As the debate about andragogy continues, researchers make changes in its use. 
For example, Holton, Wilson, and Bates (2009) created the Andragogical Practices 
Inventory (API) to measure the assumptions with a reliability of alphas between 0.7 and 
0.9 (Knowles et al., 2011). Development of the API reliability instrument supported my 
choice in using Knowles’s assumptions as the theoretical base in understanding PSOs’ 
experiences with RCA learning and implementation. The learning process (Knowles et 
al., 2011) includes attention to preparation of the learners, the learning climate, planning, 
assessment, designing of learning needs, mutual determination of learning objectives, use 
of learning activities, and the evaluation of the learning experience. 
Another concern about andragogy related to the transfer of learning. Gitonga 
(2007) stated transfer of learning is challenging but necessary in achieving intended 
objectives of learning. Knowles’s model, which addresses learning elements and the 
manner in which they occur and transfer, was selected to show a clear contribution in 
understanding the differences that might exist between the PSOs’ learning and RCA 
experiences post preservice RCA training. If the training from the course addressed 
Knowles’s assumptions, PSOs should have been able to apply the knowledge in a 
practical work setting. The opposite may have occurred during RCA investigations. For 
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example, a subpar RCA investigation may have resulted because Knowles’s assumptions 
were unmet by PSOs during professional development training, transfer of learning 
opportunities, or during an actual RCA activity. 
The learner needed to have all assumptions met in order to achieve maximum 
output from the learning activity. Each principle was used to assess PSOs’ experiences. If 
motivation was lacking, the learner might not have been inspired to obtain the knowledge 
on how to conduct an RCA. If self-directed behavior was missing during the professional 
development training or during an actual RCA investigation, the learner likely believed 
that he or she did not have control over his or her learning or RCA experience. The 
investigation or performance outcomes may not have met expectations because of lack of 
control of the manner in which the investigators conduct RCAs.  
Knowles’s assumptions about the ways adults learn are fundamental to 
experiential learning. Experiential learning for PSOs occurs when the learning style 
includes subjective balance and substantial involvement of interaction, content, and 
incentive during professional development and RCA experiences (Illeris, 2007). Absence 
or delay in experiential learning during training or RCA facilitation could contribute to 
subpar investigation outcomes or PSOs’ performance. These examples indicate how the 
study problem and related questions aligned with Knowles’s theoretical lens as a method 
to investigate and understand the RCA training and experiences of PSOs. In the following 
critical review of the literature, I considered content-specific research concerning the 
foundational elements of root cause analysis, including patient safety, patient harm 
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events, and the root cause analysis investigative process and associated training. I also 
addressed adult learning, transfer of learning, and performance outcomes. 
Critical Review of Literature  
 This critical review of the literature (CRL) focuses on five areas that were 
germane to training for programs for patient safety officers. Beginning with focus on 
patient safety, the CRL includes a discussion of patient harm events, root cause analysis, 
transfer of learning and adult learning theory, performance outcomes, and implications. A 
summary of the CRL is also included. 
Patient Safety  
In 2001, the IOM published a report, in which quality was defined in six 
dimensions including “safe, patient centered, effective, efficient, equitable, and timely” 
(Papa & Rich, 2013, p. 19). Safe patient care led the list. Aside from the harm that errors 
cause patients, safe patient care might lead quality dimensions because in 2008 there 
were $29.5 billion medical error expenses in the United States; $17 billion resulted from 
additional medical care, and $1.1 billion related to lost productivity from disability claims 
(Health and Human Services, Centers for Disease Control and Prevention, 2009). 
According to AHRQ (2014), inadequate safe patient care contributed to 99,000 patient 
deaths per year from preventable infections that patients contacted while receiving care 
for some other condition during hospitalization or a condition occurring at an ambulatory 
healthcare clinic.  
Researchers are questioning why the health care industry is susceptible to medical 
error. One reason is that individual health professional roles are often conducted 
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independently (Varkey, Reller, Smith, Ponto, & Osborn, 2006). According to Varkey et 
al., (2006), in many settings hierarchy, individual responsibility, and decision-making are 
the relied upon norms, and this creates the opportunity for patient safety mistakes and 
some catastrophic mistakes. Although health care organizations are complex systems, 
reform that eliminates the opportunity for patient harm is needed. The IOM classified the 
patient harm events into diagnostic, treatment, and a group that included equipment and 
communication mistakes (IOM Report, 2000). According to an AHRQ (2008) study, 
surgical errors within the treatment category of harm events cost nearly $1.5 billion per 
year. The fiscal burden is reason enough to address this problem, and the AHRQ argues 
that all organizations have an obligation to prioritize eliminating patient errors (AHRQ, 
2008).  
Another reason for reform relates to a lack of interaction in the service 
environment. Patient errors point to health care team members’ inability to interact with 
each other relative to patient-specific, person, team, and work environment factors 
(Nichols, Copeland, Craib, Hopkins, & Bruce, 2008). Mazur and Chen (2009) argued that 
medical errors stem from the technical complexity of procedures or tasks, human 
resource issues, and inadequate resources. The problems related to the harm events as 
cited by the IOM (2000), Nichols et al. (2008), and Mazur and Chen (2009) reflected the 
complexity of the health care system and the need for patient harm elimination and 
reduction solutions. The technical and human dynamics within a health care organization 
are challenging and have negatively aligned with patient safety and quality care optimal 
outcomes (Institute for Safe Medication Practice, 2014; Papa & Rich, 2013; Phillips & 
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Metcalfe-Smith, 2014). Actions to mitigate the causal factors are necessary to reduce 
medical errors. 
Responsive actions have occurred to reduce or eliminate errors or events. One of 
the responsive actions was the establishment of the U.S. Department of Veteran’s Affairs 
(VA) and the National Center for Patient Safety. To correct medical errors, the VA 
created an RCA model and an RCA training model to reduce patient errors or harm 
events; the processes were adopted by other national and international organizations (e.g., 
Australia) (Braithwaite et al., 2006). A review of patient harm events follows. 
Patient Harm Events  
Patient harm events represent a serious issue in the health care industry. Kohn, 
Corrigan, and Donaldson (2000) stated that preventable medical errors might have 
accounted for 44,000 to 98,000 patient deaths, costing hospitals $17 to $29 million each 
year. In 2002, the National Quality Forum outlined a list of serious, preventable harm 
events that should never happen (Mallet, Conroy, Saslaw, & Moffatt-Bruce, 2012). 
Examples include catastrophic loss of life or function, wrong site surgeries, and patient 
deaths from falls while in a health care setting. 
Response to inexcusable events is one area addressed within the TJC. For 
example, the TJC responded to the IOM report by developing and enforcing national 
patient safety standards through robust, unannounced health care accreditation 
inspections (Wachter, 2010). Other accreditors such as the Accreditation Council for 
Graduate Medical Education, The American Board of Medical Specialties, and the 
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Accreditation Association for Ambulatory Health Care are becoming more involved in 
patient safety (Wachter, 2010). 
In addition, the IOM report acknowledged that a patient safety movement is 
required to prevent errors (Classen, Bates, & Denham, 2010; Cohen, 2014). A Canadian 
study indicated that the health care system incidence of preventable harm events to 
patients totaled 70,000 (Scobie & Persaud, 2010). The errors occurred from a series of 
flaws or problems in safety systems that went unnoticed or unattended to (Fillipo & 
Barnhill, 2010; Jones & Pasciak, 2015; Vanderveen, 2014; Woods & Pestotnik, 2015). 
An example of a frequently occurring serious, preventable harm event that a patient 
should never get is a health care associated infection. Health care associated patient 
infections occur at an alarming rate and are often related to inadequate hand hygiene 
practices by health providers and are a formidable threat to patient safety (Paranzino, 
Mork, & Veum, 2012). It is, therefore, necessary that leaders in all health care agencies 
make a concerted effort toward a patient safety movement to reduce errors occurring 
within safety systems.  
Patient safety is at the core of all efforts to reduce harm to patients in the health 
care industry. The IOM (2012) noted that although patient safety issues existed and there 
was much more work to be done, safety improved through various strategies. In a 
retrospective study, James (2013) used an evidenced-based method, the global trigger 
tool, to review patients’ medical records for adverse event indicators. James found that at 
least 210,000 patient deaths occur per year due to adverse events. Improvements in 
patients’ risk of injury while hospitalized have challenged health care leaders; 6% of 
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patients experienced serious harm (Leonard et al., 2013). A patient should not acquire an 
infection while hospitalized, but it happens and the consequence can be fatal (IOM 
Report, 2000). Preventable infections are one of the top 10 causes of patient deaths in the 
United States (Heron, 2016). Other causes of adverse or harm events include diagnostic 
errors, which caused death in 10% of all adult patients who obtained outpatient care 
(Scaletta, 2016). Patient harm is not limited to the hospital setting; the ambulatory and 
outpatient clinics and offices contribute to at least 50% of the medical malpractice claims 
related to diagnostic and medication errors (Leonard et al., 2013). Improved patient 
safety efforts at the hospital, ambulatory, and outpatient clinics settings may reduce the 
number of patient injury, harm, or deaths.  
In 2010, the National Quality Forum (NQF) published healthcare safe practice 
guidance to promote patient safety (Dickey, Corrigan, & Denham, 2010). The fourth safe 
practice informs medical treatment organizations to identify and reduce the risks to a 
patient’s safety with a systematic method to mitigate and lower preventable patient harm 
(National Quality Forum, 2010). The RCA investigation process described by Yuniarto 
(2013) is a systematic method that is commonly used in healthcare systems to reduce 
preventable patient harm. Wu, Lipshutz, and Pronovost (2008) also indicated that RCA 
investigations identify flawed system processes, root causes of the flaw, and solutions to 
prevent or minimize the error from happening again. 
With support from organizational leaders, it is necessary that PSOs be postured 
with the knowledge, skills, and aptitude to accomplish a substantive RCA investigation. 
A formalized leadership driven safety program predicts the degree of learning from 
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adverse patient safety events (Ginsburg et al., 2010; McCurley & Pittman, 2014). 
Otherwise, the reduction in patient harm may continue to be less than desired. Learning 
and transfer of learning principles are methods used to provide knowledge, skills, and 
aptitude on a given subject. Through their safety program organizational leaders ensure 
that PSOs are given the opportunity to acquire the knowledge and skills training that is 
required in order to accomplish a substantive RCA investigation. 
Root Cause Analysis  
A root cause analysis (RCA) investigation is the main reactive strategy healthcare 
professionals use to reduce or eliminate patient harm rates. Healthcare officials also use 
RCA to increase the quality of care patients “deserve and need” (Leonard et al., 2013, p. 
9). A RCA investigation is a search for leading practices or missing knowledge that will 
keep a problem from recurring (Hyman & Latino, 2014; Paradies & Unger, 2008; Wu et 
al., 2008). Paradies and Unger further stated that a root cause is “the absence of a best 
practice or failure to apply knowledge that would prevent the problem” (Paradies & 
Unger, 2008, p. 2). By definitions, the significance of a thorough and credible RCA 
investigation is necessary to understand why a patient was unintentionally harmed so that 
quality measures can be implemented to save patient lives.  
The RCA investigation process is a learned strategy of risk mitigation that 
requires formal course training. The RCA process is integral to patient safety as 
evidenced by the National Quality Forum pillars. The National Patient Safety Foundation 
(2015) and Yuniarto (2012) described the RCA investigation as a structured analysis 
process that includes several steps. The definition of the problem occurs, the underlying 
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causal factors and root causes of the problem follow, and corrective actions or prescribed 
procedures occur to prevent the problem from happening again (Paradies & Unger, 
2008). One of the roles of PSOs is to collaborate with unit staff and departmental 
leadership to analyze and identify trends from adverse-event reports by utilizing or 
facilitating RCA investigations (Leonard et al., 2013). The PSOs in my current study 
participated in formal RCA training and their role have included facilitation of the 
investigation and related team processes.  
An engineering professional of the Toyota Industries Company, Limited, Sakichi 
Toyoda founded the RCA investigation framework (Fatima, 2011). The RCA structure 
was developed to study the design and processes of mechanical production in order to 
identify latent errors that contributed to unexpected variations and suboptimal system 
performances of an automobile (Fatima, 2011). The founder is sometimes called the 
Japanese Thomas Edison because of his numerous inventions (Fatima, 2011). The root 
cause process invention, known as the five whys, solved problems or prevented errors 
within the Toyota auto making industry (Fatima, 2011). The RCA process was eventually 
adopted by healthcare industries to build quality care and resiliency of work standards 
within their system and processes. 
The analysis of the problem begins by asking why it exists or why it is a problem. 
Each answer to the structured questions are further explored by asking why until by the 
fifth or final time, the root cause of the problem is uncovered because there are no more 
why questions that can explain the cause of the problem (Yuniarto, 2012). Through this 
process, the true cause of the problem becomes evident. The true cause of the problem is 
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known as the root cause. Some of the other formal methods that were developed from the 
RCA framework to find root causes are the Value Stream Map, Change Analysis, 
Fishbone Diagram, Event Causal Chart, Six Sigma, and the Fault Tree Analysis 
(Yuniarto, 2012). These methods are not appropriate for use in the present study because 
the patient and facility-specific data necessary to conduct such analyses are safe from 
disclosure by federal privacy laws.  
In addition to the automotive industry, RCA investigations became a key risk-
mitigation tool in maintenance, shipping, mining, occupational health and safety, 
business, and other industries and communities (Paradies & Unger, 2008). The principles 
in conducting a RCA also occurred successfully in high reliability organizations such as 
“petro-chemical, nuclear power, aerospace, and aviation industries” (Bowie, Skinner, & 
de Wet, 2013, p. 2). These organizations proactively find reliable root cause solutions to 
internal complex and risky operations; they minimize and prevent harmful and 
catastrophic events.  
The healthcare industry adopted a RCA process similar to the aviation industry to 
resolve and remove factors that caused healthcare workers to make injurious mistakes to 
their patients. Another RCA model, known as Taproot, developed in 1988, is 
predominantly in the chemical, petro, and refinery industry (Paradies & Unger, 2008). 
Paradies and Unger (2008) also stated that based on classes held worldwide, inclusive of 
the healthcare industry, Taproot is a leading RCA analysis system. TJC began mandating 
structured RCA investigations for sentinel events that caused patients serious harm, loss 
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of limb, or death. Investigations also occurred to gain insights, retrospectively, from the 
system mistakes that caused the patient harm (Pham et al., 2010). 
According to Wu et al. (2008), the VA’s healthcare system requires their facilities 
to submit RCA reports for serious adverse events to the National Center for Patient 
Safety and TJC. RCA investigations have become a familiar problem and solution tool 
used by healthcare organizations in the United States. For example by 2008, over 4,000 
RCA investigations were submitted to TJC and over 7,000 patient safety events reported 
to the VA healthcare system underwent investigations (Wu et al., 2008). The outcomes of 
the investigations were vast (Wu et al., 2008). A study conducted by the VA showed full 
implementation of the recommended corrective actions occurred in half of the RCA 
investigations (Wu et al., 2008). The actions most cited to correct a problem have a low 
probability of reducing risk, although an average of 20 to 90 hours are necessary to 
complete a RCA (Wu et al., 2008). The VA’s healthcare system robust and time 
consuming RCA process was extensive but did not include detailed information on 
outcomes of the corrective actions.  
After an extensive literature search and review of peer reviewed articles and 
books on RCA investigation outcomes, little research was found on RCA benefits post 
training, or the dynamics associated with conducting a RCA, or the impact that RCA 
investigations have on promoting patient safety. A lack of national evidence-based 
research on posttraining experiences occurred from professionals who conduct RCA 
investigations. Internationally, the literature is also limited; however, two studies related 
to this problem. The first study occurred in New South Wales, Australia. In 2002, 
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Australia’s healthcare system adopted the VA’s model of RCA structured training and 
investigation techniques (Braithwaite et al., 2006). 
A large cohort of RCA trained senior healthcare practitioners completed a survey 
about their experiences with RCA investigations. The results of the survey revealed 
motivation for reducing harm to patients was high, benefits in skills and knowledge 
learned from the RCA course were validated, and tangible benefits with improved patient 
outcomes did occur (Braithwaite et al., 2006). However, Braithwaite et al. (2006) also 
found that several difficulties with implementing the RCA were consistent. Unwilling 
colleague participation in RCA investigations, interpersonal conflict with team members, 
and most significantly, the difficulty in getting enough time for team members to conduct 
the RCA were leading issues. 
Bowie et al. (2013) replicated the New South Wales study within the National 
Health System of Scotland. The study emerged because researchers had invested heavily 
in RCA training as a patient safety, improvement strategy, but had not evaluated the 
effectiveness of the training or the RCA process outcomes (Bowie et al., 2013). Results 
from Bowie’s study indicated that a lack of time, unwilling colleagues, and 
interprofessional differences were barriers to the success of RCA investigations trained 
staff performed (Bowie et al., 2013). The studies highlighted fewer difficulties within the 
RCA teams and the need for more facilitation, post training, in the RCA investigation 
process (Bowie et al., 2013).  
With a lack of workplace and system support in conducting RCA investigations 
cited as a predominant issue, Bowie et al. (2013) suggested that organizational leaders 
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have to provide the RCA trained staff with ongoing professional development and 
performance feedback opportunities before full benefits with investigations and safer 
patient care will occur. Bowie et al. (2013) recommended that, in order to increase the 
body of knowledge on RCA training and investigations for generalization capability, 
other healthcare organizations should conduct similar outcome or implementation studies. 
Additional studies may provide further insight on methods that will optimize RCA 
professional development activities. Additional studies may also inform organizational 
leaders on how they can positively support RCA investigations. From a business and 
fiscal perspective, organizations expect beneficial results and outcomes of a RCA 
investigation to improve patient outcomes. The literature review supports that it is 
important to ascertain PSOs’ attitude and perception about factors contributing to RCA 
investigation benefits after pre-service training.  
As mentioned earlier, the patient safety movement started in 1999 when the IOM 
report concluded that harm to patients harm occurred frequently while under the care of 
healthcare staff (Kohn, Corrigan, & Donaldson, 2000). Once patient safety became its 
own discipline, there has been “unmistakable progress” toward obtaining safer patient 
care (Wachter, 2010, p. 172). Some data on patient harm and sentinel events remained 
static or had actually increased (Cohen, 2014; Wachter, 2010). The IOM follow up 
report, Best Care at Lower Cost, indicated that more than 10 years later, the 
improvements in patient safety are not broad enough and are still less than what is needed 
or deserved by the people (Leonard et al., 2013). The data may be providing a compass 
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on the patient safety culture within healthcare organizations in the United States, which 
indicates progress is evident but not robust. 
Wakefield and Jorm (2009) compiled a balanced patient safety measurement 
framework or short list of items required to measure patient safety. An analysis, like a 
RCA, on reported patient incidents is one of the measures cited. Wakefield and Jorm 
(2009) and Yuniarto (2012) conveyed understanding why an event occurred can result in 
an effective design and implementation of the fixes or solutions crucial for patient safety 
improvements and problem solving. Understanding the event through a RCA 
investigation is widely accepted as the norm. 
The limitation in reporting harm events or in obtaining access to full RCA reports 
results in a low volume and depth of information on RCA data and outcomes, which can 
be shared with other PSOs. The opportunity to learn from a RCA to prevent future patient 
harm, theoretically, makes it even more important for PSOs to accomplish the most 
thorough and credible RCA investigation possible. The healthcare community uses the 
popular RCA methodology nationally, and the PSOs in this study are not exceptions. As 
popular as the RCA investigation is, the research is very limited on RCA specific studies 
in healthcare that assessed their effectiveness and efficiency. Healthcare organizations 
invest heavily in RCA training programs to build capability and capacity despite limited 
evidence based research (Bowie et al., 2013; Polancich, Roussel, & Patrician, 2014). The 
need for research that measures the effectiveness of RCA investigations may expedite or 
promote stronger patient safety improvements in the near future. 
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Transfer of Learning and Adult Learning Theory 
PSOs previously reported high confidence in being able to conduct a RCA at the 
conclusion of their post RCA training evaluation; therefore, it is reasonable to expect 
credible and thorough investigations. With that not being the case, it is important to 
understand if barriers exist that inhibit the transference of PSO training during the RCA 
investigation, analysis, and evaluation process. Too often, learners have the expectation 
of applying their new RCA investigation knowledge or skills singularly and perfectly. 
However, when learners singularly implemented their new knowledge or skills successful 
transfer was marginal at 10% to 30% effectiveness (Hall, Smith, & Dare, 2014). 
Wide ranges of strategies that promote transfer of learning into practice and application 
of work are in educational and social literature reviews. Cowan, Goldman, and Hook 
(2010) stated that transfer of learning is evident when a person effectively applies what 
was learned to accomplish a particular task and also appropriately utilizes that same 
knowledge to perform a different skill or solve a different problem just as effectively. 
Transfer of learning strategies that may have supported the PSO’s RCA investigation 
practices may not have been addressed during training.  
 Understanding how to promote the transfer of learning includes unconsidered 
theoretical and practical factors (Goldstone & Day, 2012). Transference of learning 
success happens when the learner has a desire to change, knows what to do and how to do 
it outside the training environment, works in the right climate for change, and is rewarded 
for the change (Brandt & Dimmit, 2015; Cowan et al., 2010). When students meet these 
contextual factors effective training actions result in improved or optimized employee 
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performance (Cowan et al., 2010, p. 19). Other researchers conducted studies on transfer 
of learning. They also indicated that strategies to promote learning transfer are necessary 
before successful application of the learned skills can be practiced outside the learning 
environment (e.g., Baldwin & Ford, 1988; Cafferella, 2010; Culpin, Eichenberg, 
Hayward, & Abraham, 2014; Fox, 1984; Taylor, 2000).  
Barriers to transfer of learning they may occur before, during, and after formal 
training (DeFeo & Caparas, 2014; Taylor, 1997). Educational theorist Knowles 
(McGrath, 2009) defined a popular adult learning theory that addressed the transfer of 
learning. The transfer of learning is the effective utilization of new knowledge from the 
attended training or course to a useful action outside the classroom or in another context 
(Broad & Newstrom, 1992; Caffarella, 2010; Foley & Kaiser, 2013; Kemerer, 1991; 
Ottoson, 1995, 1997; Taylor, 2000; Vella, 2010;). Gitonga (2007) Bates, Holden, and 
Hatala (2012), and Goldstone and Day (2012) concluded that work related learning 
transfer is challenging, yet particularly critical because human lives and perception of 
being competent to adapt new knowledge effectively is at stake. If barriers to transfer of 
learning exist it is necessary to remove them to improve training effectiveness and RCA 
performance outcomes.  
Performance Outcomes 
The assessment of performance outcomes is a critical indicator on the 
effectiveness of PSOs training. Assessing performance is the “evaluation of tasks whose 
measured outcomes focus on the acquisition and development of knowledge, skills, and 
abilities” (Bishop & Johnson, 2011, p. 175). Varied factors may contribute to the learning 
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or performance outcomes of employees as supported by the literature. According to 
Bishop and Johnson (2011), several scholars (Button, Mathieu, & Aiken, 1996; Chen, 
Gully Whiteman, & Kilcullen, 2000; Phillips & Gully, 1997) concluded that a complex 
relationship exists among ability, individual differences, and learning capacity and they 
influence performance outcomes. Evaluation of the PSO’s investigation experiences 
indicated if they acquired necessary RCA investigation knowledge, skills, and abilities. 
Bishop and Johnson (2011) indicated performance and learning improves when 
tasks or jobs recycle because the behaviors become more automatic. Performance also 
increases when big concepts or ideas are chunked or grouped to form related connections 
that promote efficient retrieval of knowledge and relevant past actions (Camp, 2012). 
Much information in the literature is on practicing, memory retrieval, and forgetting. 
Rose, Myerson, Roediger, and Hale (2010) stated that performance resulted from the 
capability of the working memory defined as a system that temporarily stores and 
accesses information to perform learning and other cognitive acts. Strengthening the 
working memory to avoid forgetting learned information could occur by task specific 
training focusing on improvement in operational tasks through repetitive goal-directed 
actions (Hubbard, Parsons, Neilson, & Carey, 2009). In order to gain competence in RCA 
investigations task repetition may be necessary for the PSOs.  
Performance is also based on the extent of support workers get to achieve tasks or 
to put into place what they have learned in order to perform optimally (Aluko & Shonubi, 
2014; Weatherford & Viveiros, 2015). Support may be in the form of stakeholders 
ensuring that PSOs hone in on their investigation skills through frequent investigation 
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opportunities. Support may also be in the form of stakeholders ensuring that the work 
environment is conducive for an optimal investigation experience. The support that 
occurred during the investigation process was assessed in my current study. 
In an economically challenged American society, where budget deficits are the 
norm, patient harm, reduction strategies, albeit expensive, are at the forefront of obtaining 
patient safety. RCA investigations are a primary mean to reduce patient harm; but, there 
is limited research to support RCA training or understand the return on investment. It was 
important to learn about perceived gains or challenges that resulted from RCA training 
and implementation actions. Exploration of RCA trained facilitators’ attitudes about the 
overall value of RCA training and utility through their experiences added to the limited 
first-hand insight on RCA worthiness in preventing patient harm. 
Leaders of healthcare organizations can garner information from this particular 
study as a reference to adjust and redefine their RCA training, facilitation, and supportive 
measures. Therefore, it is important to prepare the people responsible, such as PSOs, with 
the necessary professional development on RCA investigations. It is also important to 
provide PSOs with the organizational support needed to conduct an actual RCA 
investigation. Knowles’s adult learning and the transfer of learning framework served as 
the construct in studying the perceived subpar RCA investigations at a local level. 
Implications 
The results of the data collection and analysis may ascertain PSOs assessment on 
the efficacy of their conducted training and investigations, the presence of barriers in 
conducting investigations, and the changes in work practices regarding safety, error 
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reporting, and the advancement of safety in healthcare. The results may also indicate that 
relationships exist between the amounts of time from when PSOs attended RCA training 
and the reported frequency of barriers encountered in conducting a RCA. If the opposite 
is true, the study may indicate that PSOs perceive that no training deficits exist, and there 
are no barriers to conducting an optimal RCA investigation. The results found may be 
similar to findings from the Bowie study. The company and organizational leaders might 
accept the results, and then choose to mitigate the deficits found in the training or RCA 
investigation. Corrections and improvements to negative findings may include revisions 
to training, posttraining transfer of learning mandates, and investigation practices.  
To build on RCA investigation familiarity and redundancy, the frequency for 
facilitators to conduct RCA investigations may be a requirement to maintain facilitator 
status, increase experience, or to achieve professional certification. Inclusion of a 
required number of investigations that must be conducted annually may also be mandated 
and fully supported by leaders within healthcare organizations. Dissemination of a 
leadership focused RCA guidebook as a reference tool may promote engagement of 
organizational leaders in the RCA investigations. Policy standardized at the local and 
national level may emphasize the protected time RCA team members are to receive 
during the investigation process. A process to disseminate leading practices and solutions 
to optimize root cause investigations may occur within the local and national community 
because of my current study. 
Braithwaite et al. (2006) and Bowie et al. (2013) both found deficits in RCA 
training and investigations within the education and organizational healthcare systems. 
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The project may add to the strategies that will prevent a mistake or error from happening 
to a patient. The study may influence changes that are necessary to improve the RCA 
investigation process. From the completed study and the data analysis, PSOs’ attitudes 
and experiences about RCAs emerged. The possible knowledge gained should be 
significant enough to share with healthcare communities. 
Summary 
Harm to patients continues and some patients die while receiving care from 
healthcare workers in a hospital, ambulatory, or clinic setting. A vast amount of patient 
safety research is available regarding this unwanted problem. However, little research is 
available on the RCA method most frequently used by healthcare organizations to correct 
problems that have caused patient injury or death. RCA investigations are now 
mainstream in healthcare organizations, but evidence-based research on this improvement 
system is limited to mostly single incident RCA analysis (Bowie et al., 2013). Past 
research or literature review on posttraining experiences of PSOs or other healthcare 
members responsible for RCA investigations was limited at the local and national level. 
There is also a gap in the literature that addresses RCA training, learning transfer, and 
RCA outcome variances as a collective study. 
At the local level, the PSOs conducted the analysis of a harm event to reduce 
harm to patients. In a preservice setting, PSOs benefited from an extensive RCA training 
course, yet a gap in performance seemed to exist in the quality of the RCA product. 
Despite professional preservice training, many RCA investigations, per the reviewers, 
were subpar in providing credible and thorough RCA outcomes. Exploration of this 
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problem is necessary to minimize patient harm and improve patient safety. Understanding 
the problem from the PSOs’ perspective is ideal to study, because PSOs are at the 
forefront in managing or leading the RCA investigation as trained and experienced 
facilitators. PSOs are able to provide deep insight on their RCA training and facilitator 
experiences, and my current study may be helpful in determining future directions and 
actions that will positively influence PSOs’ performance, RCA outcomes, and patient 
safety.  
The literature review focused on adult learning theory, transfer of learning, 
performance outcomes, patient safety, patient harm, and RCA investigations. Although 
extensive, the reviews found were not specific enough in addressing the PSOs’ 
experiences with RCA investigations at the local level. Minimal literature addressed the 
triad of learning, learning transfer, and RCA investigation outcomes collectively. I 
addressed the minimal literature problem by collecting numeric data about PSOs 
investigation experiences. Quantitative survey research was useful for determining the 
trends related to RCA training and investigation experiences.  
Section 2 of the proposal includes the planned methodology that appropriately 
addressed the problem of the study. The problem was that there had not been any 
investigation to determine how PSOs assessed their training experiences after they started 
performing their role as RCA investigators, or what barriers they may have encountered 
in conducting investigations. Understanding the barriers and experiences may help in 
understanding what is contributing to subpar RCA investigations. The research design 
and approach, the setting and sample, instrumentation and materials, data collection and 
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analysis, assumptions, limitations, scope, delimitations, and ethical considerations are 
subtopics detailed in Section 2. 
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Section 2: The Methodology 
The research problem and questions required knowledge from the health care 
professionals PSOs who are responsible for RCA investigations. The problem was that 
there had not been any investigation to determine how PSOs assessed their training 
experiences after they started performing their role as RCA investigators, or what barriers 
they may have encountered in conducting investigations. Two study questions addressed 
the problem. The first questions was what do PSOs report as their training and 
investigation experiences, benefits, attitudes, barriers, and time since training toward 
improved patient safety in health care settings after preservice RCA training and RCA 
investigations? Question 2 was what relationship exists between the amount of time since 
PSOs had RCA training and the reported frequency of barriers encountered in conducting 
an RCA? 
The null hypothesis stated that no significant relationship exists between the 
amount of time since PSOs had RCA training and the reported frequency of barriers 
encountered in conducting an RCA. The alternative hypothesis stated that a relationship 
exists between the amount of time since PSOs had RCA training and the reported 
frequency of barriers encountered in conducting an RCA. I originally planned to gather 
details on the PSOs’ self-reported RCA training and investigation experiences by 
developing a survey questionnaire. Then I learned that a preestablished RCA survey was 
available that addressed my research questions. I abandoned developing a new survey 
and decided to use the preestablished survey. 
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Research Design and Approach 
I used a quantitative survey design including descriptive and correlational 
methods to answer the research questions for this nonexperimental study. Survey research 
is a form of descriptive research. Descriptive research occurs when a researcher examines 
a situation as is and does not seek to determine a cause-and-effect relationship (Leedy & 
Ormrod, 2013). Descriptive research addresses the specifics of an observed phenomenon 
and possible associations among two or more variables (Leedy & Ormrod, 2013). 
Descriptive research usually addresses what and how questions (Simon, 2010). This 
design was most applicable for Research Question 1 because, according to Simon (2010), 
descriptive studies are used to gather more information about a particular topic of study. 
Research Question 1 addressed the mean amount of time since PSOs’ training occurred, 
and their reported experiences, benefits, and attitudes after training and after conducting 
an RCA. 
The correlational design was used to answer the second research question 
concerning the relationship between the amount of time since PSOs had RCA training 
and the reported frequency of barriers they encountered in conducting an RCA 
investigation. Correlational research addresses a phenomenon that has occurred to 
determine whether relationships exist between variables (Simon, 2010). Correlational 
research is also used to test for relationship differences between one or more 
characteristics of a variable (Leedy & Ormrod, 2013). In the current study, I examined 
the relationship between the amount of time since PSOs had RCA training and the 
reported frequency of barriers they encountered in conducting an RCA investigation.  
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Nonparametric statistical tests such as Kendall’s tau correlations are commonly 
used when data do not meet the assumptions required for parametric or population 
statistics (Leedy & Ormrod, 2013; Simon, 2010). A normal bell-shaped population of a 
variable is assumed “if the sample is large enough at 100 or more observations” and 
parametric statistics can be used (Simon, 2010, p. 231). The sample population for the 
study was smaller than 100; therefore, an assumption of a normal bell curve for the 
population could not be determined and parametric statistics could not be used. It was 
reasonable to expect that the item scores resulting from the questionnaire responses in 
this study were not equal, and the sample size was relatively small. Kendall’s tau 
correlation was appropriate to assess the relationship between variables in Research 
Question 2 (the amount of time since training measured using a categorical scale, and 
frequency of barriers encountered using a categorically ordered Likert-type measure). 
The survey design has a number of positive qualities. Creswell (2012) stated that 
a survey design is favored in educational research because it can be used to investigate 
peoples’ opinions, attitudes, characteristics, and behaviors. Survey research is beneficial 
because information can be captured quickly, efficiently, anonymously, and 
quantitatively at a certain point in time. In the current study, Research Question 1 was 
answered using survey methodology.  
The descriptive and correlational design included the sample of 89 PSOs. The 
PSOs worked for the same health care company, had the same formal RCA training, and 
conducted RCAs as a means of improving patient safety. PSOs had firsthand insight on 
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RCA training and investigation practices. When an entire group makes up a sample, that 
sample is a census population (Lodico, Spaulding, & Voegtle, 2010).  
A census population was the choice because the PSOs in the study were a 
homogenous group. All PSOs in the census population were at the local level. A census 
population could be representative of the larger group (Leonard et al., 2012). The census 
group in this study shared similar RCA training and job-related characteristics as the 
participants in Bowie et al.’s (2013) study in Scotland. The descriptive and correlational 
design with census population sampling was appropriate because the findings could be 
generalized to a larger population. 
Qualitative researchers seek to learn about participants’ perceptions through the 
collection of their interpretations and descriptions, but a qualitative approach was not 
appropriate for this study because qualitative researchers are usually present or interact 
with the participants during the study (Glesne, 2011). As the participants’ supervisor I 
was concerned that if I had conducted a qualitative approach, my direct interaction to 
obtain their perceptions may have limited their desire to participate in the study. I decided 
that the probability of obtaining the most participation may be optimized if the 
participants responded in an anonymous platform. I would not have been able to collect 
their responses in an anonymous manner using a qualitative approach.  
Also as a researcher and supervisor of the PSOs, my identity may have posed a 
high risk to influence PSOs’ responses. The PSOs could favor responding to the survey 
items in a manner in which they would not fear retribution for their responses. This high-
risk approach could render the study invalid. Therefore, a quantitative survey design 
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ensuring anonymity for participants was the safest way to ensure integrity of the 
responses and to obtain an understanding of the relationships between the timing of 
PSOs’ RCA training and barriers they experienced conducting investigations. The 
quantitative, descriptive and correlational design aligned with my research purpose and 
questions, and it strengthened the study because the PSOs overall quantitative survey 
response rate was adequate. 
Experimental research was also inappropriate for the study. An experimental 
design is controlled. Random selection of some the PSOs to a control group who had not 
had RCA training was not possible. All of the PSOs had been exposed to the same RCA 
training platforms or investigation opportunities. Waruingi (2010) defined 
nonexperimental research as a study designed without assigning participants to different 
groups, as well as without random assignment and a control group. The research 
questions, the purpose, and preconceived variables in this study aligned best with 
statistical inquiry of a quantitative approach to examine a the relationship between the 
variables. 
 The purpose of this study using survey methodology was to assess PSOs’ reports 
concerning RCA training and investigation experiences, benefits, attitudes, barriers, and 
time since training. I also examined the possible correlation between the time since RCA 
training and the number of barriers encountered during RCA investigations. Knowledge 
gleaned from this type of study could positively influence health care executives’ and 
educators’ decisions on training in root cause analysis and eventual investigation 
practices. Findings may promote patient safety. 
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Setting and Sample  
The study occurred in an online web-based setting. The participants included 89 
PSOs who were employees at a civilian health care organization. For the purpose of the 
study, the organization was the CRL Company. At the time of this study, the company 
employed over 115 staff members, of whom 90 were PSOs providing services that “build 
over 500 healthcare organizations into healthier patient safe and patient centric 
organizations” (F. Harris, personal communication, August 9, 2012). The corporate office 
of the CRL Company is located in the Southeastern United States; however, the 89 PSOs 
perform work in Air Force hospitals and clinic settings that are located nationally and 
internationally. 
The population for this study was unique in that it included participants with 
similar roles and responsibilities in military treatment facilities. According to Lodico et 
al. (2010) and Waruingu (2010), a population is the wider group of individuals that shares 
common characteristics about which the investigator of a study wants to make 
statements. There are 75 such military treatment facilities, and each of the facilities has at 
least one PSO on duty. A facility director could have replaced and trained more than one 
PSO due to attrition factors such as resignations or terminations that occurred since 
formal RCA training began in 2003. Despite the dynamics in retention, the PSO 
population size was maintains at 89 PSOs.  
The plan was to include all 89 PSO staff or census population in the study 
because of the small size. According to Simon (2010), an unacceptable sampling error 
over 5% is less possible with small populations of 100 or fewer if sampling does not 
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occur and surveys are sent to each member of the population. Creswell (2012) added that 
sampling of the target population could occur to generalize about the target population. 
However, it seemed practical to include the entire PSO population in this study because 
all trainees worked for the same civilian CRL company, attended the same RCA training 
course, were employed as PSOs, and were responsible for facilitating RCAs within their 
work setting. Therefore, the entire population of PSOs participated in the study.  
Waruingi (2010) stated that the PSOs are a group of individuals who share 
commonalities. Waruingu also acknowledged that populations who live in similar 
contexts tend to exhibit similar behaviors. The entire population of PSOs who worked for 
CRL Company received an invitation to participate in the study. The population for this 
study provided an opportunity to capture shared experiences from the 89 PSOs. Their 
collected information provided a solid data set from which conclusions regarding the 
purpose of the study could be drawn. 
Although purposeful sampling occurred with the population, using a census 
population strengthened the reliability of the study. I conducted a power analysis to 
determine the sample size needed to detect relationships between groups, given a specific 
power, effect size, and level of significance (see Creswell, 2012). A sample size table is 
used to determine the appropriate size needed to avoid a sampling error (Creswell, 2012). 
According to Cohen (1992), using power analysis helps ensure that a study has a high 
probability of correctly indicating significant results and avoided hypothesis errors. A 
component of a power analysis called the effect size is “the degree to which the null 
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hypothesis is false, and is indexed by the discrepancy between the null hypothesis and the 
hypothesis” (Cohen, 1992, p. 155). 
Three other components of a power analysis are the level of significance or risk of 
rejecting the null hypothesis in error, the sample size, or number of participants necessary 
to attain the correct power for a selected significance and effect size, and the statistical 
power or degree of risk in not rejecting a false null hypothesis (Cohen, 1992; Creswell, 
2012). The effect size, level of significance, and statistical power are needed to determine 
the minimum number of participants (Cohen, 1992). A power analysis to determine the 
minimum sample size for the noncorrelational general survey items addressing RQ1 in 
my study using Cohen’s (1992) power analysis table indicated that for a .05 level of 
significance with a .80 power criterion and a medium effect size at .50 required 64 
participants. However, it was possible that the sample of responders could be smaller for 
the survey items relating to RQ2 because only responders who had participated in a RCA 
could answer Survey Questions 11-13. A detailed discussion of these items occurs in the 
section on instrumentation.  
The sample size for the correlational question in my study, using Cohen’s (1992) 
power analysis table indicated that for a .05 statistical level of significance with a .80 
power criterion and a medium effect size at .30 required 85 participants for a correlation 
test involving two variables. I selected a medium effect size instead of a small one due to 
my limited census population. The sample size was small but was large enough to detect 
differences or similarities between the two variables in RQ2 with a medium effect size. If 
fewer than 85 responders answered Questions 11-13, the sample size could be too small 
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to align with a medium effect size. If that occurred, the effect size could be adjusted using 
Cohen’s power analysis table (Cohen, 1992). For example, with a minimum of 28 
respondents, power of .80, at a .05 statistical level of significance, a large effect size at 
.50 is possible, according to Cohen.  
No other type of PSO participants was eligible to take the survey because they did 
not meet the same eligibility requirements. According to Lodico et al. (2010), purposeful 
and homogenous participants are considered “key informants” (p. 140) on the subject of 
study, and they all have “similar attributes” (p. 141) for RCA training, the job 
environment, and job requirements. Each participant had the same equal opportunity to 
answer the study survey (Lodico et al., 2010). The current study included the entire group 
of PSOs at CRL Company because they met the eligibility requirements. 
A characteristic of the PSO population was that they were responsible for the 
patients’ activities that promoted patient safety. Coupled with their RCA preservice 
training, the PSOs, recognized by the leadership and frontline, represented the subject 
matter experts on the investigation process. Conducting RCA investigations was one of 
their primary roles and responsibilities. PSO demographics included and documented in 
the current study were education level, gender, US citizenship, and age group. Also 
documented, were PSOs’ varied healthcare disciplines. 
Instrumentation and Materials 
A structured, preestablished questionnaire tool complements the goals of this 
survey study. The survey instrument, developed in Australia in 2005 for RCA research by 
a primary investigator for the New South Wales Health System was useful for the study. 
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Scotland’s healthcare system adopted the survey, with minor modifications, to research a 
similar study about RCAs in 2012 (Bowie et al., 2012). The surveys were successful in 
that they occurred in international journals after rigorous peer review processes. 
Appendix A includes the project information added to the study after data collection. For 
the purposes of this current study, the instrument was the Bowie survey (Appendix B). 
The instrument used by Bowie occurred in the study for data collection purposes. The 
author of the survey granted permission to use the survey for my study (Appendix C). 
The Bowie survey was the data collection instrument for the study because the survey 
consists of questions that provide insight on the overarching purpose of this research 
study and research question. 
The Bowie survey instrument originally expounded the limited body of research 
about the benefits of RCA investigations on patient safety, improvement programs 
(Braithwaite et al., 2006; Bowie et al., 2012). The authors of the Bowie survey modified 
the instrument slightly from the Braithwaite et al. study because of the focus to learn 
about RCA investigation outcomes post formal training (Bowie et al., 2012). The Bowie 
survey is a questionnaire consisting of coded responses that are nominal or ordered in 
levels of agreement on a Likert-type scale. Creswell (2012) defined Likert scoring as 
scales of measurements to questions that measure variables in categorical units. 
Depending on the particular question, the Bowie survey agreement or disagreement 
scales responses range from definitely to not at all or never, from fully to not at all or 
never, from strongly agree to strongly disagree, and from always to never options. For 
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survey questions about the number of times something happened, such as the number of 
days RCA training involved, a numerical event response scale occurred. 
Four of the items on the Bowie survey, however, differed from original Likert 
style responses on the Braithwaite instrument and included open-ended questions. To stay 
in alignment with the quantitative study design of my current study and purpose, the 
open-ended questions were converted back to the original close-ended responses on a 
Likert style scale. The Bowie survey used in this study consists of 30 self-reporting items 
designed to allow the participant to define and rate their RCA experiences (Bowie et al., 
2012). The survey is five pages in length. 
The PSOs participating in the study selected their responses or answers to each 
question from the choices listed for each particular question on the survey. The concepts 
measured by the Bowie survey questionnaire include the participants’ demographics, 
training in root cause analysis, attitudes concerning RCA training, and their experiences 
with RCA investigations. The benefits, barriers encountered when conducting RCAs, and 
the time since training survey items were located under one of the four distinct 
categories. Six RCA training questions, six demographic questions, eight attitudes to 
RCA training, and 10 questions about the PSOs RCA investigation experiences make up 
the survey. In addition, within the four categories, concepts addressed the extent to which 
PSOs participated in RCA investigations, the extent to which RCA corrective action 
recommendations occurred, the perceived level of adequacy of RCA training, and the 
perceived level of adequacy of the value of RCA investigations are included. All 
constructs that the survey measures specifically address Research Question 1. 
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The Likert-type scale responses identified whether the PSOs agreed or disagreed 
with the items on the questionnaire. The survey responses to the questions, as scored and 
calculated, were single items. The response for each question or statement had a 
corresponding score or numeric value assigned. Frequencies included a tabulation for 
each question. 
The reliability of an instrument is the degree to which it produces the same or 
similar results or measurement each time that it is used (Creswell, 2012; Waruingi, 2012). 
The Bowie survey used in this study did not report a test for survey reliability in the 
journal article that published the study (P. Bowie, personal communication, July 9, 2013). 
The Bowie survey questionnaire was a modified version of the original Likert styled 
survey questionnaire developed by Braithwaite (Bowie, 2013). Braithwaite and Bowie’s 
survey responses compared in the Bowie study. The Bowie survey included a large 
sample size, and the RCA research and articles initially appeared in a rigorous peer 
reviewed journal, the BMC Health Services Research. Leading government health care 
organizations, such as the National Institute of Health, also published the RCA studies. 
Both studies had similar responses, and the responses indicated statistical confidence. 
However, the stability of the test at two different points in time and the reliability of the 
Bowie survey were not measured. This lack of a formal assessment of reliability was a 
limitation of the study. 
Lodico et al. (2010) stated that validity is present when the survey instrument has 
the ability to measure what it is to measure. The Bowie survey reaffirmed content validity 
after changing three items from Likert-type to open-ended questions. Six colleagues of 
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Bowie who previously had received the same formal RCA training piloted the modified 
Bowie survey study (Bowie et al., 2012). The pilot testing confirmed face, sampling, and 
item content validity. 
Minor changes to the wording and style of the Bowie survey questionnaire 
occurred. The word changes matched specific Australian words to fit the local Scottish 
wordings (Bowie et al., 2013). The colleagues also tested the changes for validity before 
dissemination and use by the participants in the study (Bowie et al., 2013). Overall, the 
pilot testing was a way to make the survey valid in measuring perceptions, attitudes, and 
opinions about RCA training and investigation experiences. 
Likewise, a few of the Scottish words in the Bowie survey translated to the US 
local English language for the study. For example, a particular word, out-with, used in the 
Bowie survey was familiar and common in Scotland, but was unknown in the US. 
Replacement of the word with, outside, commonly used in the USA. A few other similar 
minor word adjustments and conversion of the four open-ended questions back to linear 
Likert scale response options changed on the survey for the study. However, no major 
modification occurred to the survey design and construct. Pilot testing of the Bowie 
survey for my current study occurred because of the minor word changes. Three 
colleagues reviewed and commented on the modified Bowie survey for content validity. 
Adjustments occurred for cited discrepancies before use of the Bowie survey 
questionnaire applied in the study. 
The population for the study was not random, but purposeful and comprised the 
total sample of PSOs who had the same RCA training and employment. According to 
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Lodico et al. (2010), the threat to internal validity decreased when the entire population 
or census participated in the study. However, no measures of survey reliability or internal 
consistency using Cronbach’s alpha occurred in the prior study that was conducted on 
Scotland’s healthcare system. The principal investigator confirmed this issue in an e-mail 
message (P. Bowie, personal communication, August 13, 2013). The confirmation 
message is in Appendix D. 
By delivering the survey online, the capabilities participants needed to take the 
survey included their skills in using and having access to a computer. Communication 
with the PSOs occurred via email notification and through a national online survey 
system branded as Question Pro. Therefore, each PSO was capable of accessing the 
internet. Each PSO also had a literacy level that complemented reading and 
comprehending the survey instrument.  
Important to note here was that my original plan, approved by the IRB, was to use 
the Survey Monkey online survey system as my data collection method for the Bowie 
survey. However, during the building and functional testing of the online survey 
applications in Survey Monkey, the level of the participant’s response anonymity to the 
investigator regarding email reminders and survey responses proved inadequate. Using 
Survey Monkey to communicate with the participants or as the data collection instrument 
was no longer feasible. To counter or limit a survey response bias, the participant’s 
anonymity was still capable and, thus, maintained through the approved use of Question 
Pro. Within Week 1 of the data collection period, the study came to a temporary stop 
until approval from the IRB against using Survey Monkey and for using Question Pro as 
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the commercial online survey service occurred. Approval from the IRB occurred within 
seven days, followed by Question Pro e-mail communication to the participants and the 
start of the actual data collection period.  
To complete the survey, the study participants responded to survey items in each 
of the four categories on the survey. All responses to the survey items counted. The first 
category on the survey investigated RCA training. One of the six questions asked: How 
long ago did you attend RCA training? The scaled response options for this question 
ranged from the shortest time interval of 6 months or less to the longest time interval, 
greater than 36 months, since training.  
The next set of questions was under the category of experience of RCA 
investigations. One of the 10 questions asked, In general, did the RCA training provide 
you with the skills to participate in or facilitate a RCA? The Likert-type response options 
ranged from definitely to never. The third category on the survey investigated attitudes 
toward RCA. One of the questions in this section asked, if the patients and relatives 
should be a part of the RCA team. The Likert-type response options ranged from strongly 
agree to a choice of strongly disagree. The last category of single-item questions was 
about demographics, and a representative question under this section was: How many 
years of experience do you have in the PSO role?  
The response options ranged from less than two to over 13 years. The participants 
select the response that corresponded best to their own perception, opinion, demographic, 
experience, or belief for each question with the exception of some of the 10 questions 
under the item on experience of RCA investigations. The participants answered questions 
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in this section, but the PSOs who participated or facilitated in a RCA investigation 
answered Questions 11 through 13 in this category.  
An expectation was that an appropriate response rate for Questions 11 through 13 
would occur correctly to determine if a relationship existed as described in RQ2. 
However, if the sample size of responders was smaller than 28, the opportunity to draw 
conclusions or generalize the response findings to the rest of the population was limited. 
It was also insufficient if the sample size of responders was smaller than 64 for the other 
noncorrelational general responses addressing RQ1. An insufficient overall response rate 
could influence the validity of the study results. The response rates for the entire study 
population and the number of respondents to questions (11-13) were reported in the data 
analysis, the resulting sample sizes was reported as a limitation of the study, and 
conclusions were qualified. Again, a full version of the instrument is in Appendix B.  
Tables, charts, and figures are visual aids used to summarize the raw data 
collected and analyzed, as a means to explain the details of the variables for the research 
questions and significant findings from the study. Selected responses, displayed as tables 
and charts, are in the four distinct categories that show the participants’ demographics, 
training in root cause analysis, attitudes concerning RCA training, and their experiences 
with RCA investigations. Appendices house the survey and other documents pertinent to 
the study. For example, the Bowie survey used in the study is located in Appendix B. 
Two research questions addressed the research problem and purpose of the study. 
Research Question 1 is: What do PSOs report as their training and investigation 
experiences, benefits, attitudes, barriers, and time since training toward improved patient 
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safety in healthcare settings, after preservice RCA, training and RCA conducted 
investigations? This question included an examination of descriptive data concerning 
responses to all the survey questions or items. The training portion of the questions were 
measured by responses to Item numbers 1-6; RCA investigation experiences were 
measured by responses to Item numbers 7-16; and attitudes were measured by responses 
to Item numbers 17-24, with Item numbers 21-24 within the attitude category measuring 
benefits. The barrier question measured responses to Item number 11. The time since 
training question measured responses to Item Number 1. The levels of measurement for 
the data responses are nominal and ordinal. The analysis of these items supported the 
findings for RQ1. The survey also generated demographic information measured by 
responses to Item numbers 25-30. 
Research Question 2 is: What relationship exists between the amount of time 
since PSOs had RCA training and the reported frequency of barriers encountered in 
conducting a RCA? The independent variable (IV) is the amount of time since PSOs had 
RCA training, which measured responses to the first survey question. The level of 
measurement for the data response for this question is ordinal. The five ranked response 
options for IV are less than six months, 7-11 months, 12-24 months, 24-36 months, and 
greater than 36 months. The responses were assigned a value for coding purposes in 
ascending order from 1-5. For example, less than six months since RCA training were 
coded as 1 and greater than 37 months were coded as 5.  
The dependent variable (DV) was the reported frequency of barriers that the PSOs 
encountered in conducting a RCA. The 11th survey item measured responses to this 
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variable. Five frequency response options were available to choose from for each of the 
eight barrier related sub-item questions listed in the 11th survey item. For each possible 
barrier, the item asked the respondent to indicate whether the barrier occurred always, 
sometimes, unsure, occasionally, or never. The subitem responses were coded so that 
responses of never were assigned a coded value of 0, meaning that that the respondent 
never encountered that particular barrier.  
Conversely, barrier related responses of always, sometimes, unsure and 
occasionally were coded as 1, meaning that the respondent did report encountering that 
barrier at least some of the time or was unsure whether the barrier was encountered. The 
total 0 or 1 responses for the eight sub items represented a range of possible scores per 
participant, ranging from 0 to 8. The frequency of reported DV barriers in conducting a 
RCA included a total for each participant. Collectively, the responses to the Bowie 
survey comprised the data used to measure each variable in this study. Collecting the 
responses occurred in a stepwise fashion that included defined regulatory, preparatory 
and implementation strategies. On completion of the data collection phase, descriptive 
and statistical analysis of the data occurred. The analysis informed if the null hypothesis 
for RQ2 could be accepted or rejected. 
Data Collection and Analysis 
The operations officer at the CRL Company where the PSOs worked granted 
permission to conduct the study, and gave permission to contact the PSOs to seek their 
participation in the study. A memorandum of record from the operations officer, granting 
permission for me to contact the PSOs, using their email addresses is in Appendix E. 
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Following approval from Walden University Institutional Review Board (#07-22-15-
0250811; expiration date 07-21-2016), the CRL Company provided a list of the PSOs’ e-
mail addresses as the means to contact each PSO anonymously. After receiving approval 
to conduct the study from Walden’s IRB and direction to proceed with data collection, 
contact with the PSOs for data collection purposes began with electronic communication 
via the internet. Communication with the PSOs occurred via e-mail communication and 
through the previously mentioned national online survey system known as Question Pro. 
An electronic version of the Bowie survey placed on the online website was available so 
that the PSOs could access and complete the survey for the study.  
Designing and collecting survey data is a function of the online data collection 
site. The site manages, for a fee, all data collection aspects of the study. The PSOs’ e-
mail addresses appeared on Question Pro. Each PSO had to be capable of accessing the 
Internet. Creswell (2009; 2012) stated web-based surveys are very popular for data 
collection via use of a computer in the US.  
Question Pro was the conduit on all communication, including (a) e-mail 
invitations to the PSOs requesting participation in the study (Appendix F), (b) informed 
consent with instructions on taking the survey; (c) the online Bowie survey (Appendix 
B); and (d) reminder e-mail messages to complete the survey (Appendix G). The 
collection of survey responses as raw data from the participants was unavailable to 
participants or others. The responses, stored on my password-protected personal 
computer, are to remain for 5 years before destroyed, as per the policy of Walden.  
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The minimum number of survey responders needed to have valid outcomes for 
RQ2 was 28 participants who had conducted a RCA. The minimum number of survey 
responders needed to have valid outcomes for all other general noncorrelational 
responses for RQ1 was 64 participants. To obtain maximum survey response, data 
collection lasted for six consecutive weeks. This amount of time was necessary to 
accommodate the various time zones in which the participants lived and to provide the 
PSOs a sense of calmness in having enough time to complete the survey.  
The URL link was open for access around the clock during the data collection 
period. Participants reviewed and agreed to informed consent information before 
accessing the actual survey link; assessing the link was an indication of informed consent. 
A second approach used to maximize survey responses was to check the response rate at 
seven-day intervals. The nonresponders received an email reminder, requesting 
participation in the survey, and the Question Pro link to access the survey was included 
in the message. 
The consent form included guidance that the participants’ completion of the 
online survey was indicative of their informed consent (Appendix F). No survey 
questions or statements were included on the first page; the PSO had to click another link 
to access the first question on the survey. To complete the online survey, the PSOs 
selected their responses from the Likert scale choices by simply clicking on the radio 
button that best matched their perspectives. The survey took about 9 minutes to complete. 
All responses occurred in the count. If the response rate did not produce enough data to 
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validate the outcomes, despite planned efforts to obtain adequate responses, the sample 
size would be a limitation of the study.  
Nature of the Survey Scale and Type of Data Analysis 
The survey is a quantitative data collection tool. A demographic section is 
included in the survey because, according to Waruingi (2012), measurable human 
population characteristics, such as the vital statistics of a group should be included in a 
study. Gender, professional group, years of experience as a PSO and healthcare 
professional, and training delivery setting, are demographic items addressed on the 
survey. The demographic items on the survey, in general, are nominal; however, the time 
since training item, under the demographic section is ordinal. Demographics aside, the 
majority of the Bowie survey scale is comprised of quantitative descriptors presented as 
level of agreement responses displayed on a Likert style rank ordered scale. The survey 
scale consists of both rank ordered and demographic nominal responses. The variables 
for RQ1, hypothesis and null hypothesis for RQ2, and the statistics used to analyze each 
question are the following: 
RQ1: What do PSOs report as their training and investigation experiences, 
benefits, attitudes, barriers, and time since training toward improved patient safety in 
healthcare settings, after preservice RCA training, and RCA conducted investigations? 
Nominal and ordinal data measured the variables. Descriptive statistics formed the basis 
for data analysis. The frequencies, mode, and percentages are most appropriate to analyze 
the nominal descriptive data for RQ1 because descriptive statistics revealed a complete 
assessment of all responses from the one population. The ordinal descriptive data 
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responses included the frequency, mean, mode, and standard deviation. This type of 
descriptive data analysis occurred in the Bowie study published in 2013. 
RQ2: What relationship exists between the amount of time since PSOs had RCA 
training and the reported frequency of barriers encountered in conducting a RCA? 
H0: No significant relationship exists between the amount of time since PSOs had 
RCA training and the reported frequency of barriers encountered in conducting a RCA.  
HA: A relationship exists between the amount of time since PSOs had RCA 
training and the reported frequency of barriers encountered in conducting a RCA.  
The independent variable (IV), amount of time since training, measured by 
ordinal data and the dependent variable, was the reported frequency of barriers 
encountered in conducting a RCA, resulted from summed categorical ordered data. The 
dependent variable data (total frequency of barriers) showed as the sum of all the reported 
number of positive barrier responses. 
The IV was shown in monthly increments. Kendall’s tau-b correlation tests are 
most appropriate to use with ordinal data taken from a small population or sample size, 
because the interpretation of the correlation distributed statistically in terms of agreeable 
or nonagreeable probabilities (Gilpin, 1993). The Kendall’s tau-b correlation results 
provided the needed evidence to accept or reject the null hypothesis for RQ2. 
After closure of the data collection period, Question Pro services electronically 
gathered all survey responses, and provided the de-identified raw data within 1 business 
day. The survey data results, downloaded and displayed into an Excel spreadsheet, 
provided a preliminary view of the results. A statistician colleague, who is a published 
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researcher experienced in the use of the statistical software, analyzed the raw survey data, 
using SPSS version 21.0. The confidentiality agreement with the statistician (Appendix I) 
occurred after reviewing participant confidentiality and data integrity expectations. As 
the investigator, I maintained authority on the data analysis findings or conclusions. 
Assumptions, Limitations, Scope, and Delimitations 
Assumptions 
The PSOs needed to have access to and the ability to use a computer and the 
internet. They needed these capabilities due to the required educational and experience 
qualifications required of the PSOs who participated in the study. However, an 
assumption was that the PSOs selected to participate in the study would be eager to do so. 
Asking them of their intent beforehand was a good indicator that they actually would 
respond to the survey. Secondly, based on the previous Australian and Scotland studies 
cited, I had confidence that most participants would complete the survey. An expectation 
was that the required study response rate of 64 participants would occur for statistical 
analysis for RQ1 and 28 participants for RQ2. 
Conducting the study in the US and using the same survey tool used in Australia 
and Scotland was with an assumption that in those countries RCA training and 
investigation processes are similar to the ones in the US. Without having those lived 
experiences, it was impossible for me to actually to have that knowledge. However, I 
conducted a thorough literature review on the Australia and Scotland journal reports and 
communicated by email with the principal investigator of the Scotland study; all 
information suggested that the training and investigation process were similar. It was also 
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an assumption that the Bowie survey was the correct tool to use to collect the RCA 
training and investigation experiences. 
The principal investigator for the Scotland study opined that the US geographical 
location and PSO population for this study was consistent with the other two countries’ 
RCA training and practices (P. Bowie, personal communications, March 2013). An 
assumption was that the research problem identified within the local population that was 
driving this study would not change. That is, the perception of subpar RCAs would not 
have change by the time that this study actually ended. An assumption was that the RCA 
training and investigation experiences could be questionable and considered subpar. 
There still was a concern over the quality of RCA investigations at the time that I 
completed this current study and presented this evidence based data to the stakeholders 
and leaders of healthcare organizations.  
Limitations 
Quantitative data are acceptable means of providing a “higher truth” in learning 
about the PSOs experiences (Waruingu, 2010, p. 206). However, I minimized the 
acknowledged pitfalls with survey studies as much as possible. I was able to remove 
some but not able all limitations. The strategies discussed in the following paragraphs 
include the problems inherent in a survey designed quantitative study. 
Limitations are threats to internal validity of a study (Waruingu, 2012), so careful 
attention was paid to the method, design, and instrumentation used in the study The PSOs 
who were targeted to participate in the study could bring inherent biases; thus a limitation 
of the study (Creswell, 2012). For example, PSOs with the longest work longevity could 
64 
 
be the majority and likely could perceive and report more positive experiences than their 
less experienced peers’ reports. Conversely, PSOs who had negative experiences may be 
more likely to respond, if they view the survey as a safe way to express complaints.  
A potential self-selection bias response to individual survey items also may have 
occurred. Although I was unable to remove self-selection bias in responding to the 
survey, I addressed the possibility of bias in the following ways: sampling the entire 
population, making efforts to maximize participation, inspecting the data, and preparing 
descriptive statistics that described the distribution of responses. Lodico et al. (2010) 
concluded that quantitative studies are strongest for validity and reliability if the study 
participants make up a random sample. Due to the small population size used, the entire 
sample population consisted of PSOs working for CRL Company at air force bases. To 
counter the potential biases by encouraging participation, I obtained participation reports 
from Question Pro services and generated reminder e-mails to PSOs who did not respond 
at 1-week intervals. I examined survey responses to determine the respondent PSOs’ 
demographic characteristics and determined if a self-selection or inherent bias seemed 
likely. The identified responses are a limitation of the study. 
The results had the potential to be generalizable to PSOs at other organizations. 
However, the small sample population could limit the conclusions drawn based on the 
data analysis, due to the potential of having a small data set or fewer responses for some 
individual items. The sample population was small, and it was not reasonable to think 
that a 100% response rate would occur. The sample size was smaller for Questions 11-13 
because only PSOs who conducted a RCA could respond. The sample included both a 
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census and a noncensus sample. The amount of responses was adequate for previously 
determined and addressed power analysis and sample size. If the responses had been 
smaller than the previously determined and addressed power analysis and sample sizes, 
the data of some responses would have been merged for analysis to occur. Finally, for 
RQ2, had the number of responses been so small that the data analysis could not 
determine if a relationship existed between the variables, a threat in determining an 
appropriate project study based upon study findings would have also occurred. 
Another limitation is that the survey tool had a few minor word changes 
commonly spoken or used in the United States. A risk existed that the word changes 
could interfere with the integrity of the survey item. Planned pilot testing of the modified 
survey instrument by colleagues minimized the chance of weakening a proven valid 
question. Pilot studies and test inform on the feasibility and acceptability of a planned 
intervention proactively (Jha et al., 2013). However, a lack of statistical analysis on the 
reliability of the Bowie survey was also a limitation of the instrument. 
According to Creswell (2012), the response return rate on a survey study 
historically is variable. If the response rate is less than what is reported in leading 
educational journals at 50% (Creswell, 2012) then the findings may not be generalizable 
to other like populations. The sample population for the study was not as large as the 
Scotland or Australian studies; therefore, a consideration was to identify strategies to 
encourage a high return rate. One such strategy was sending friendly reminders weekly 
by e-mail to the PSOs, asking for their participation. 
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Response bias occurs in survey research when the responses are not typical of the 
sample or population from which the sample derived from (Creswell, 2012). A low 
response rate increases the risk of response bias (Creswell, 2012). A low response rate 
was a limitation of the study as well because the data were collected by survey method. 
In contrast, Lodico et al. (2010) reported that interviewing is a stronger data collection 
method in preventing response bias because the setting encourages instant participant 
feedback. 
Response bias limitations were present for this study; but, a wave analysis of the 
response occurred on a weekly basis for up to 6 weeks to check and determine if the 
PSOs responses were similar or are not similar from week-to-week. Creswell (2012) 
explained that when responses are similar throughout the survey cycle, an assumption is 
that bias does not exist. If a bias existed, the responses differed greatly from one 
particular week to another, and that information occurred in the findings of the study as a 
bias. The result of the wave analysis on the responses for this current study indicated that 
the PSOs’ responses were similar from week-to-week. 
Finally, to avoid the risk of response bias, participants’ anonymity with their 
responses occurred as planned. Knowledge that I was the investigator of the study and a 
colleague of the participants could positively or negatively, influence the PSOs’ 
responses on the survey. As planned, the responses to the survey were made available to 
me by Question Pro services; the identifying information on the responders were not 
included. Creswell (2012) explained that budget and time constraints might not be a 
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limitation of the study. I considered the cost of conducting my study to be a negligible 
hardship because of my personal budget.  
Scope 
The known scope of the PSO study population was that the PSOs worked for a 
healthcare organization, the CRL Company, located in the US. They worked primarily 
under the same company policy, were provided the same level of RCA education, and 
their work focused on patient safety improvement activities at similar military medical 
organizations. The medical organizations they worked for provided care to ambulatory 
patients alone or to combined ambulatory and hospitalized patients. Other variables were 
reflective of the sample population that occurred from responses to the demographic 
questions that were a part of the survey instrument.  
Delimitations 
The population size in the study was bounded or delimited, with 89 possible 
participants or PSOs identified in the scope. According to Waruingu, (2012), 
delimitations are threats to external validity and that is a function of the sample size. The 
population for the study included the total number of PSOs. According to Lodico et al. 
(2010), survey research sample size should include all possible participants if the total 
number is less than 200. I sent e-mail reminders to PSOs to ensure maximum 




Protection of Participants’ Rights 
Protection From Harm 
The physical place where the PSOs participating in the study was a low to 
minimal risk of causing them harm. Psychological stress, unintended disclosure of 
confidential healthcare records, PSOs’ sensitive personal information, social or economic 
loss, negative health concerns, or unwanted intrusion of privacy or unwanted 
observations were nonfactors, with the construct of the survey study. I obtained a 
confidentiality agreement for nondisclosure of information with the statistician and will 
destroy the data from the survey after a period of 5 years. 
Due to an existing peer or supervisory relationship between the participants and 
the investigator of the study, an additional step taken were to ensure the PSOs did not feel 
or perceive that coercion occurred as they completed the survey. Anonymity of each 
participant’s response was present for this study because I was the PSOs’ program 
director. While this position does not include hiring authority, control of pay, or work 
schedule, being the program director could present participant vulnerability ethical 
concerns. Walden IRB representatives concluded that participants’ anonymity was an 
acceptable alternative to eliminate the vulnerability issue (M. Borja & J. Sherer, personal 
communication, November 6, 2012). Walden University appeared as the sponsor of the 
study. Question Pro was responsible for contacting the PSOs per e-mail for recruitment 
in the study. The initial e-mail collectively contained a brief description of the survey, its 
purpose, the informed consent and confidentiality statements, statement of appreciation 
for survey participation, the URL hyperlink, and the address to the survey site. Question 
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Pro services sent the reminder emails to PSOs. With the use of Question Pro, the identity 
of the respondent PSOs did not show on their surveys, and were unknown to the 
investigator. 
Informed Consent 
Approval from the Walden IRB arrived before the study commenced. The PSOs’ 
employer agreed to assist with the study as described in Section 1. As the IRB required, 
the PSOs, who participate in the study, understood that participation was voluntary and 
required their online consent. Statements about consenting, with an explanation on the 
purpose of the study, were visible and included a clear statement to the participants that 
their consent implied that if they accessed the link to the actual survey, the directions on 
how to complete the survey preceded the first question on the survey. The PSOs 
recognized that their participation could result in improved future professional 
development, RCA, and other related training. This benefit would be applicable to both 
the researcher and the participants. The consent document acknowledged protection of 
participants’ rights against human rights violation during data collection. 
Confidentiality 
The study participants received notice that their identification would be unknown 
to the researcher or anyone else, and that participation in the study was voluntary without 
retribution. Confidentiality of participants’ responses need protection in survey research 
(Creswell, 2012). The identity of the PSOs, along with identifying information in any 
future published reports about the survey, would not occur. The data would immediately 
disappear from the site 5 years after the survey completion date. This information would 
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be available to share with the participants in the study before access to the survey 
occurred and before informed consent obtained. Question Pro services agreed to the 
request that the data responses and survey, excluding the participants’ ID information 
released to the investigator. In addition, Question Pro services ensured participant 
confidentiality on survey responses and their identifications held in strict secrecy. 
Quantitative Results 
Characteristics of Survey Responses 
The dissemination of Bowie survey occurred according to the data collection 
method described. Access to the online Bowie survey occurred through use of a desktop 
computer or laptop, smartphones, and tablet devices at 55%, 30%, and 15% respectively 
per Windows, Android, and Apple platforms. The PSOs familiarity with the survey topic 
and context could have influenced the less than expected, 9 minutes versus 12 minutes, 
average time taken to complete the survey. The response rate was highest at onset of the 
survey and after dissemination of the reminder emails.  
Descriptive Analysis 
The quality of the RCA investigation outcomes at the local organizational level 
were an unanticipated problem that was counter-productive in effecting a reduction in 
patients’ harm events, patients’ safety, and justifying costs. It was unknown why the 
problem existed from the perspective of the PSOs who were RCA trained and responsible 
for the investigations. RQ1 explored why the problem existed by gaining insight into 
PSOs’ self-reported RCA training and investigations experiences. Adult learning 
assumptions by Malcolm Knowles served as the theoretical base to justify the 
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development of RQs and exploratory methods used to gain an understanding of the 
problem. Knowles stated that the adult learning process must consider, in addition to 
other preparations, the training climate, learner needs, active learning, and an evaluation 
of the training experiences (Knowles et al., 2011). Hyman and Latino (2014) concluded 
that, although the RCA was the preferred method of examining healthcare system 
failures, evidence-based publications were lacking on the methodology and technical 
performance for conducting an RCA. The need to obtain descriptive RCA analyses from 
the perception of the PSOs led to the development of RQ1.  
Descriptive statistics of PSOs’ responses were determined by using frequencies, 
mode, and percentages. The Bowie survey was a part of the materials disseminated as per 
the data collection method described previously. Eighty-nine participants voluntarily 
viewed the online survey; 68 started the survey, but with eight dropouts, those that only 
opened the survey, the number of completed surveys totaled 60 at a 67% completion rate. 
One participant’s survey submitted did not count in the analysis because it lacked a 
response on all survey items. The cleaned-up final of 59 PSO participants resulted in a 
66% completion rate, spanning 65 of the 74 work sites located in and out of the US. 
Using Cohen’s power analysis table, 64 participants were required to have a .05 statistical 
level of significance, a .80 power criterion, and a medium effect size at .50. (Cohen, 
1992, p. 158). With 59 instead of the 64 anticipated participants, the power analysis for 
an adequate sample size resulted, using Cohen’s power analysis table, by adjusting the 
level of significance. With 59 survey respondents, a minimum of 50 were required to 
have a .10 statistical level of significant, a .80 power criterion, and a medium effect size 
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of .50 (Cohen, 1992, p. 158). Compared with the Scotland study, a 19% higher 
completion rate occurred with this study. 
The PSOs reported training, investigation experiences, benefits, attitudes, barriers, 
and time since training levels of responses was determined, using descriptive analysis. 
Due to census sampling, all respondents (n = 59) were PSOs; the majority identified 
themselves as patient safety managers. Participants were predominantly female, worked 
in an ambulatory healthcare settings, and the majority were in the nursing profession. The 
PSOs reported professional affiliation experience was disproportionately higher than the 
average 3-5 years of reported PSO experience. A summary of the six demographic items 





Participants’ Demographics  
________________________________________________________________________ 
 




 Patient safety      59 (100) 
 Quality care        0 (0.00) 
 Risk management       0 (0.00) 
Facility 
 Medical center     11 (18.6) 
Hospital      10 (16.9) 
 Ambulatory/clinic     38 (64.4) 
Gender 
Female       37 (62.7) 
 Male       22 (37.2) 
Years of PSO experience 
  < 2       21 (35.5) 
  3-5       22 (37.2) 
  6-10       10 (16.9) 
11-15         6 (10.1) 
>15         0 (0.00) 
Years of credentialed experience 
  < 2       12 (20.3) 
  3-5       10 (16.9) 
  6-10         6 (17.1) 
11-15         9 (15.2) 
   >15       22 (37.2) 
Credentials 
Nursing      29 (49.1) 
Management/business     16 (27.1) 
Medicine        5 (8.47)  
Allied health        4 (6.78) 
Other         4 (6.78)  
Dental         1 (1.69) 
Pharmacy         0 (0.00) 





Of the 59 PSOs that attended RCA training, the majority identified as having 
formal classroom training or online courses. Their responses aligned with the two day 
formal classroom course and the self-paced instructional RCA software training that is 
attended by all PSOs upon hire. The PSOs time since training spanned from a few recent 
months to several past years, but training for the majority of them occurred within the 
past 2-3 years.  
Regardless of the time since RCA training, the training was reported as being 
valued, beneficial, and 100% of the responders agreed that they had successfully 
transferred the learned RCA knowledge to their work practices. The PSOs reported levels 
of agreement on RCA training is further illustrated in Table 2. Table 2 also includes a 






Levels of RCA Training Agreement: PSOs’ Experiences, Perceived Investigation Skills, 
Benefits, and Attitudes  
______________________________________________________________________________ 
Survey Item       Frequency Count and (%)  
______________________________________________________________________________ 
Attended RCA training (months)  
Greater than 37       23 (39.6) 
Equal to or Less than 6 months     11 (18.9) 
12-24        10 (17.2) 
  7-11          7 (12.0) 
 25-36       
Training method 
Formal classroom      49 (61.2) 
Online/e-learning      23 (28.7) 
In-house         7 (8.75) 
Nonwork external sources       1 (1.25) 
Number of Training Days 
Half day       10 (16.9) 
1        12 (20.3) 
1.5          4 (6.78) 
2        22 (37.2) 
2.5           3 (5.08) 
3          3 (5.08) 
Greater than 3         5 (8.47 
______________________________________________________________________________ 
Attitudes and Benefits    Definitely   Partly    Unsure   Slightly   Not at all      
____________________________________________________________________________ 
Understanding/confidence to conduct a RCA 18 (30.5)    27 (45.7)   4 (6.78)  6 (10.1)   4(6.78) 
Applied RCA knowledge in my workplace  40 (68.9)    13 (22.4)   1 (1.72)  4 (6.90)   0(0.00) 
Changed my reporting and patient safety work  
     practices     27 (45.7)    21 (35.5)   4 (6.78)   5 (8.47)  2(3.39) 
______________________________________________________________________________              
                                           Strongly                                                   Strongly 
Agree       Agree      Unsure    Disagree  Disagree 
______________________________________________________________________________ 
Better trained in methods to dealing  
     with patient safety incidents   18 (30.5)  30 (50.8)  8 (13.5)  2 (3.39)      1(1.69) 
Improve work process for safe clinical care 23 (38.9)  30 (50.8)   6 (10.1)  0 (0.00)     0(0.00) 
Contribute to advancements in patient safety       37 (62.7)  18 (30.5)   4 (6.78)  0 (0.00)     0(0.00) 
Training benefits worth the investment  26 (44.0)  22 (37.2)   9 (15.2)  2 (3.39)     0(0.00) 
______________________________________________________________________________ 




PSOs reported RCA investigation experiences revealed varied agreement levels. 
When asked if training provided the necessary skills for them to participate or facilitate 
an RCA, most PSOs responded that they had facilitated an RCA investigation and the 
majority agreed, at different levels between definitely and occasionally, that the training 
had provided the necessary skills to facilitate an investigation. The number of RCAs they 
had facilitated ranged between 0-5 times. This may indicate that opportunities for PSOs 
to equally employ the skills learned from training by facilitating a RCA may need to be 
evaluated. The PSOs also responded that they had unmet needs regarding additional 
training and confidential feedback after conducting an RCA investigation.  
Although the PSOs had reported previously a high post RCA training confidence 
and skill level on their ability to conduct an RCA, after performing actual investigations 
they indicated a need for further support. They were unanimous, (n=48; 83%), in 
agreeing that after they facilitated and submitted documentation on the RCA 
investigation to the organization, a follow-up training session with them would be 
beneficial. They responded even stronger in agreeing, (n=54; 92%), that developmental 
and confidential feedback on their final draft RCA reports from their colleagues was also 
beneficial. Table 3 provides a complete presentation of the PSOs’ perceived RCA 
investigation experiences.  
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Table 3  
 
Levels of RCA Investigation Agreement: PSOs’ Experiences, Perceived Investigation 
Skills, Benefits, and Attitudes  
______________________________________________________________________________________ 
Survey Items       Frequency Count and (%) 
______________________________________________________________________________________ 
Facilitated RCA Investigations 
0 12 (20.03) 
1   8 (13.05) 
2         9 (15.02) 
3         2 (  3.39) 
4         5 (  8.40) 
5         4 (  6.78) 
Greater than 5      19 (32.02) 
Participated in RCA Investigations 
0       23 (38.09) 
1       13 (18.09) 
2         9 (15.02) 
3         6 (10.01) 
4         1 (  1.69) 
5         2 (  3.39) 
Greater than 5        5 (  8.47) 
Organizational Levels where Conducted, N= 73 
Local work site      48 (65.07) 
Operational       13 (17.08) 
Divisional        4 (  5.48) 
Corporate/Headquarters/Agency      8 (10.09) 
 
Attitudes and Benefits   Definitely  Partly      Unsure   Occasionally  Never 
Have required RCA Skills  
from training   26 (44.0)   27 (45.7) 1 (1.69) 3 (5.08)         2 (3.39) 
Positive aspects resulted  
from RCA    33 (64.7)   15 (29.4) 0 (0.00) 3 (5.88)         0 (0.00) 
 
Implemented Corrective Actions  Fully           Partly        Unsure        Never  
20 (39.2)   30 (58.8)   0 (0.00)       1 (1.96) 
Desire follow-up training session 
     after RCA investigation  48 (82.7)     5 (8.62)   5 (8.62)  
Desire developmental and  
     confidential RCA feedback  54 (91.5)     1 (1.69)   4 (6.78) 
Strongly                  Strongly 
Agree        Agree       Unsure      Disagree     Disagree 
Good use of staff time and resources             28 (47.4)   24 (40.6)   7 ( 11.8)      0 (0.00)      0 (0.00) 
CA team with only clinical staff    2 (3.39)     1 (1.69)    1 (1.69)    27 (45.7)    28 (47.4) 
RCA team with patients and relatives    5 (8.47)   11 (18.6)  17 (28.8)    15 (25.4)    11 (18.6) 
______________________________________________________________________________________ 





The PSOs identified specific barriers encountered during RCA investigations. All 
eight barriers occurred over the course of conducting RCA investigations, and each 
occurred over 55% of the time. The overall mean Likert-like agreement level or score for 
all barriers indicated that PSOs occasionally experienced them but a lack of time was 
most frequently reported as always and sometimes occurring. Information from Table 2 
indicated that PSOs favorably reported that the RCA training provided the skills and 
knowledge for them to conduct RCA investigations, but a training deficit may exist 
because negative barriers, such as a lack of time by the RCA team or facilitator to 
conduct them, surfaced with every RCA investigation that PSOs facilitate. If RCA 
training included content on RCA barrier knowledge and solutions to mitigate them, 
PSOs may be better skilled and equipped in conducting investigations. See Table 4 for 





RCA Investigation Barriers, Levels of Agreement Frequency Count and Percentage  
________________________________________________________________________ 
Barriers Encountered During RCA    Frequency count and (%) 
________________________________________________________________________
  
     Always  Sometimes  Unsure  Occasionally  Never 
        
Unwilling colleagues, n = 50    9 (18.0)   17 (34.0)    1 (2.00)    9 (18.0)    14(28.0) 
Unsupportive management, n = 51   2 (3.92)   16 (31.3)    2 (3.92)    9 (17.6)    22(43.1) 
Lack of resources, n = 51    4 (7.84)   13 (25.4)    3 (5.88)  12 (23.5)    19(37.2) 
Lack of time, n = 51   10 (19.6)   17 (33.3)    0 (0.00)  15 (29.4)      9(17.6) 
Interference from internal/external 
      sources, n = 50     6 (12.0)   10 (20.0)     3 (6.00)  10 (20.0)   21(42.0) 
Difficulty with RCA teams, n = 49   4 (8.16)   17 (34.6)     1 (2.04)  11 (22.4)   16(32.6) 
Lack of feedback and data, n = 50   3 (6.00)   14 (28.0)     2 (4.00)  14 (28.0)   17(34.0) 
Interprofessional differences, n = 50   1 (2.00)     9 (18.0)     3 (6.00)  25 (50.0)   12(24.0) 
________________________________________________________________________
Note. N = 59 
 
All of the barriers occur with RCA investigations and some occur more frequently 
than others. PSOs responded that a lack of time existed in conducing RCAs the most 
frequently at 85% of the time. The PSOs were confronted almost as frequently with 
interprofessional differences among the RCA team (76%). The next two most frequently 
occurring barriers, by definitions, are associated with the interprofessional differences 
barrier. For example, unwilling colleagues and difficulty with the RCA team barriers may 
be due to the interprofessional differences among the RCA team. Other barriers are 
experienced by the PSOs less frequently but even the least frequently experienced barrier, 
unsupportive management, is encountered over 50% of the time. To address RQ2, the 
RCA barrier frequencies listed in Table 5 was used to correlate with the descriptive 
80 
 
demographic time since training analysis. In descending order, Table 5 displays a 
summary on the frequency and percentage of occurrences cited by the PSO respondents.  
Table 5 
 
Summary of Responses to RCA Barriers in Descending Order of Ascending Order of 
Encounters 
________________________________________________________________________ 
Type of barrier Total responses  Barrier Frequency (count, %)    Lack of the 
Barrier 
         
________________________________________________________________________ 
Lack of time       51   42 (82.0)      9 (18.0) 
Interprofessional 
     differences       50   38 (75.6)    12 (24.4) 
Unwilling colleagues       50   36 (71.5)    14 (28.5) 
Difficulty with  
RCA teams       49   33 (66.7)    16 (33.3) 
Lack of feedback  
     and data       50   33 (65.4)    17 (34.6) 
Lack of resources      51   32 (62.0)    19 (38.0) 
Interference from  
internal/external 
    sources       50   29 (59.2)    21 (40.8) 
Unsupportive  
    management      51   29 (56.0)    22 (44.0) 
________________________________________________________________________ 
Summary of Outcomes of the Descriptive Data Analysis 
Demographically, most responders had a maximum of 3 to 5 years experience in 
the patient safety role, but twice the experience in their professional group. The most 
cited professional group was nursing, followed by management, medicine, dental, allied 
healthcare, and the business disciplines. The PSOs received training initially in a formal 
2-day classroom setting, followed by technical online training on aspects of the electronic 
RCA documentation tool. Additional or advanced training was a rarity at less than 2%. 
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By a majority, the time since PSOs had RCA training was 3 years or less, and the 
percentages were nearly equally dispersed within the listed times spanning from under 6 
months, to 11 months, to 1-2 years, and 2-3 years. Only 40% received training over 3 
years prior to the study. The time since RCA training aligned with their PSO experience 
level, which indicated that longevity as PSOs is not common. However, PSOs positively 
responded that the training confidently prepared them with required knowledge to 
conduct a RCA, and validated use of RCA lessons learned within their ambulatory, or 
secondly, hospital worksite setting.  
In addition, opportunities to conduct RCA investigations within their worksite 
were evident, in that over 80% of PSOs had facilitated at least one, 50% had done three, 
and 30% had facilitated more than five RCAs. From an investment perspective; however, 
20% of the PSOs had not utilized their training; this may be an indication of an 
organization where promotion of a patient safety culture is less than robust. In contrast to 
facilitated RCAs, most PSOs lacked the opportunity to participate in any post training 
RCA. A lack of practice opportunities could contribute to the subpar RCA problem. The 
inability to be a participant in or have an opportunity to facilitate in an RCA could be a 
missed learning opportunity. PSOs could benefit from having the ability to practice safely 
or to hone in on learned RCA knowledge prior to the first or next facilitated RCA.  
Yet, after conducted investigations, the descriptive data indicated that PSOs had a 
positive attitude about the benefit of RCA training and their use of RCA process and 
methods. They reported that the training resulted in developed corrective actions, 
implemented to promote positive, patient safety. As a majority, they also agreed that 
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because of RCA training, their investigations are contributing to and advancing safe 
patient care, and that the time utilized to train and conduct investigation is value added. 
Their training outcomes aligned with Knowles adult learning principles. If adults have a 
need for knowledge, they tend to be self-directed and internally motivated for goal 
attainment during training situations (Knowles, Holden, & Swanson, 2011).  
Although PSOs reported that RCAs have resulted in positive aspects resistance in 
conducting RCAs was prevalent; 100% of the barriers had interfered with the RCAs 
investigation and outcomes. The worksites are providing some level of patient safety 
support, because the three least frequently occurring barriers included unsupportive 
management, a lack of resources, and interference from internal or external sources.  
Leadership’s apparent limited support was resulting in sustainment of the barriers. 
RCAs may not be as priority focused as needed within the organization, in order to 
promote quality investigations as long as the top three barriers and other barriers 
persisted. The top three barriers were a lack of time to perform RCA processes, 
interprofessional differences among the staff, and dealing with unwilling colleagues. In 
addition to subpar RCAs, the barriers might have influenced PSOs’ reported desire for 
confidential and developmental feedback from colleagues on their RCA documents, and 
for post RCA follow-up training sessions. The existing professional development, 
ongoing training, and the standardized team communication tools and techniques used 
were not yielding desired investigation outcomes.  
Compared to the Bowie study, some of the findings in this study were similar. For 
example, ambivalence on the benefit of including patient and family members on the 
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RCA team was evident between both groups. Although different countries with different 
healthcare systems, Scotland and America, and with a span of 3 years between the 
studies, the top two barriers were the exact problems found in both studies; a lack of time 
and interprofessional differences were the most frequently and most highly agreed upon 
barriers. In both studies, the participants lacked confidential feedback about their RCA 
process from a subject matter expert, and both groups believed that the information 
would be beneficial. A striking difference between the studies, was that the PSOs in this 
study experienced RCA facilitation opportunities at a higher percent than the RCA 
trained participants in the Scotland study; 80 versus 55%. Despite that, the PSOs 
indicated a higher frequency in conducting investigations, and becoming more proficient 
in the process by practice alone, the barriers persisted. The qualitative aspect and 
awareness of the PSOs experiences, attitudes, time since training and their perception of 
RCA benefits, were indicators that there are PSO knowledge deficits. Knowledge about 
the RCA investigation barriers, or solutions to mitigate these barriers, were absent from 
the formal RCA course. Not only is the PSOs preservice RCA training incomplete, the 
organizational and environment support given for a thorough and credible RCA 
investigation could be problematic as well, because unwilling colleagues was a top 
barrier as well. In that the top three and other barriers exist, the existing environmental 
constructs required to complete each step in the RCA investigation and reduce patient 
harm appear substantive. An opportunity for the employer to explore enhanced training 
that teaches PSOs means to navigate through the barriers, and an opportunity for the 
work site leaders within the organization to act as change agents toward barrier 
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elimination exists. The combined enhanced training and organizational support actions 
may provide improvement in conducting and heightening the quality of RCA 
investigations and decrease patient harm events. If experiences continue, stakeholders’ 
comments concerning the subquality and value of RCA investigations and patient harm, 
reduction measures could likely not change for the positive. These are the similarities 
between the studies. 
Indications from Descriptive Data Analysis 
The findings from the descriptive analysis addressed RQ1 and contributed to a 
greater understanding of PSOs’ RCA training and investigation experiences. The PSOs 
overall perception was that their RCAs training was valuable, and their conducted RCAs 
were improving the safety of patients and the organizational safety culture. The data 
revealed that PSOs have supportive training on RCA investigations, and most were 
experienced as RCA facilitators utilizing the learned training methodology. The data 
indicated that PSOs obtained organizational support but believe that more feedback is 
necessary. They had trouble in conducting RCAs due to frequent barriers at the work site. 
The descriptive findings indicated highly rated preservice training and unsolved RCA 
investigation challenges. The challenges experienced and barriers perceived by PSOs 
aligned with the organizational stakeholder’s perception of subpar investigations. 
 Resolution of the barriers could improve RCA investigation outcomes. Actions 
and interventions should aim at strengthening the PSOs’ capacity to manage effectively 
or to mitigate the most counterproductive or frequently occurring barriers. For example, 
employer professional development activities such as targeted competency training that 
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complements existing RCA training and provide solutions toward management of the 
known barriers is one such action. 
Summary of the Correlation Data Analysis Outcomes 
 Although hypothesized that a relationship exists for RQ2, it was unknown if a 
relationship between the amounts of time since PSOs had RCA training, and the 
frequency of barriers they encountered conducting a RCA investigation. To inform if the 
null hypothesis for RQ2 was acceptable or should be rejected, Kendall’s tau-b 
correlational analysis, which is useful in showing differences between small populations 
or samples, were used to measure the PSOs time since training and frequency of barriers 
they encountered when facilitating RCA investigations. Information from literature 
reviews on the topics of transfer of learning, adult learning principles, and performance 
outcomes were useful to develop the framework for the research question and hypothesis. 
The correlation analysis occurred only on responses amongst PSOs who had conducted a 
RCA; the number of PSO respondents ranged from 49-51; the average number of PSOs 
was 50. The premise was that if a relationship existed for RQ2, a focus on building 
training, learning transfer techniques, and investigation practices would ensure naturally 
to address the problem. If the null hypothesis was accepted or rejected, a focus on the 
descriptive and correlation outcome would define the project for the study. 
 Correlation analysis. The correlation coefficient, with the p value set at .05 or 
less, for each barrier, was the following: unwilling colleagues [tau b = -.191, p = .114], 
unsupportive management [tau b = -.160, p= .187], lack of resources [tau b = -.053, p = 
.656], lack of time (tau b = -.243, p= .043), interference from internal/external sources 
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[tau b = .078, p = .519], difficulty with RCA teams [tau b = -.065, p = .596], lack of 
feedback and data [tau b = -.095, p = .434], and interprofessional differences [tau b = -
.109, p = .377] that they experienced conducting RCA investigations. According to 
Cohen (1988) a correlation coefficients of .10 or less signals a weak association, .30 
represents a moderately connected association and a strong relationship exists between 
the variables if the correlation is .50 or more. Table 6 presents the correlational analysis 
for the time since training and frequency of the eight barriers experienced by the PSOs. 
Table 6 
Kendall’s Tau-b Correlation: Time Since RCA Training and Frequency of RCA 
Investigation Barriers, Mean and Standard Deviation  
______________________________________________________________________________________ 
Type of Barrier   Number  Kendall’s tau-b  Mean and Standard 
Deviation 
______________________________________________________________________________________ 
Lack of Time      51  -.243   2.92, 1.46 
Interprofessional Differences    50  -.109   3.76, 1.08 
Unwilling Colleagues     50  -.191   3.04, 1.55 
Difficulty with RCA Teams    49  -.065   3.36, 1.45 
Lack of Feedback and Data    50  -.095   3.56, 1.37 
Lack of Resources     51  -.053   3.56, 1.41 
Interference from Internal/ 
     External Sources     50  -.078   3.60, 1.49 
Unsupportive Management           51  -.160   3.64, 1.41 
______________________________________________________________________________________ 
 
The correlation for value, the time since RCA training to the RCA barriers PSOs 
encountered occurred in the analysis. Kendall’s tau-b analysis found no significant 
agreement or correlation, (r = - 0.243), between the time since training and RCA barriers. 
Regardless of the time since RCA training had occurred, all barriers the PSOs 
experienced were at similar frequencies and there was a low probability of association 
between the variables. There was no significant relationship or differences between PSOs 
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time since training and the frequency of barriers encountered conducting RCA 
investigations. Findings from Kendall’s tau-b inferential analysis for RQ2 indicated that 
no moderate or strong significant relationship exists between the time since PSOs had 
RCA training and the frequency of barriers they encountered in conducting a RCA 
investigation. Since no significant relationship exists considering a p value at .05 or less 
for RQ2, I failed to reject the null hypothesis. 
Indications From Correlational Analysis 
The researcher held the perception that the majority of PSOs had not facilitated 
RCAs since training, or they had facilitated a RCA well past the time of training. The 
delay in conducting RCAs then led to subpar and difficult RCA investigations due to 
lessons learned, memory losses, and lack of RCA practice. However, the time since 
training and the frequency of barriers correlation findings did not support my perception. 
The lack of a relationship between the time since training and frequency of barriers was 
evident from the correlational analyses. The PSOs’ stated confidence in conducting a 
RCA was not dependent on when they trained. Aligning with Knowles’s theory on adult 
learning, the PSOs apparently perceived a need to know about the RCA investigation 
process during training. Despite the PSOs time since training and the frequency of 
barriers, they encounter when conducting a RCA, PSOs still transferred the knowledge 
and skills learned from training to capably conduct and facilitate RCA investigations. 
Results 
The descriptive analysis and correlation findings outcome avoided preconceived 
interventions that aligned with the learning transfer and performance outcomes issues, 
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such as task repetition, frequency of RCA practice sessions changes, or memory retrieval 
strategies. Instead, the acceptance of the null hypothesis and descriptive analysis findings 
indicate PSOs received adequate training, and they were transferring what they learned to 
the RCA process. The findings indicated that the moderate organizational championing of 
RCA investigations for patient safety is not adequate to counter the three most frequently 
occurring barriers; time constraints, unwillingness of colleagues toward supporting the 
RCA investigation, and interprofessional differences.  
Managing interprofessional differences, imposed time constraints, and unwilling 
colleagues are not part of RCA training, but the CRL Company should address them to 
affect positively the quality of PSOs facilitated RCA investigations. Common themes and 
key phrases about the top three RCA barriers appeared in peer reviewed journal articles 
during a review of the literature. The emerged key concepts used to counter or eliminate 
the barriers included; interprofessional communication, organizational culture, leadership 
effectiveness, professional development and competency skills. A project that aims to 
develop competency skills that prepares PSOs to manage or negate RCA investigation 
barriers will promote social change. Using Knowles’ adult learning assumptions as a 
guided theory, a professional development activity recommendation to the CRL 
Company was my project study genre.  
Conclusion 
To address a problem of subpar RCA investigations, through this descriptive and 
quantitative survey study, I addressed the RCA investigation experiences of PSOs to find 
out what perceptions they had regarding their training and practices. This information is 
89 
 
unknown and that was the problem. A descriptive and a correlational question determined 
that PSOs’ RCA training was positive despite the amount of time since their training 
occurred. There was not a relationship between the time since training and the frequency 
of RCA barriers encountered by the PSOs. Section 2 on methodology covered the 
research approach, sampling criteria, setting, instrumentation, data collection, data 
analysis, the results, limitations, delimitations, scope, assumptions, and ethical 
considerations. The following section, Section 3, provides the details of the capstone 
project. They include goals, rationale, literature review, and the project implementation 
and implication details. Section 4 ends my study. Section 4 provides reflections on the 
strengths and limitations of the study, provides reflections on my scholarship, provides a 
self-analysis of my work, and on the expected social change that could develop with 
implementation of my project study. 
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Section 3: The Project 
Findings showed that counterproductive barriers interfered with PSOs RCA 
investigations and were negatively affecting the quality of the investigation outcomes. 
The preservice RCA investigation course met course objectives and goals. Courses 
included learning about RCA investigations and how to conduct an RCA investigation 
structurally and methodically. However, the course did not include a component to 
address the barriers that interfered with conducting an RCA, and that needs a solution 
before the quality of RCA investigation outcomes can improve. The PSOs’ proficiency is 
low in mitigating the barriers to facilitate a multidisciplinary RCA team’s movement 
toward cohesive interprofessional collaboration. This is required to achieve quality RCA 
investigation outcomes. The PSOs also struggled with team processes and self-regulating 
solutions to manage the stakeholders’ imposed time constraints given to complete the 
RCA. This barrier interfered with the quality of the RCA more than the other cited 
barriers.  
A professional development conference workshop is planned to improve RCA 
investigation practices by targeting the acquisition of competency skills that will aid 
PSOs in conducting quality RCAs. The selected competency skill training will mitigate 
known barriers identified from the findings of the descriptive and correlational research. 
Section 3 includes the project, goals, rationale, literature review, implementation plans, 
project evaluation strategies, implications for social change, and a summary.  
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Description and Goals 
As a job requirement, PSOs attend an annual patient safety and quality 
conference. The professional development skill-building competency workshop is 
planned to complement the conference as a 3-day preconference or postconference 
workshop. The first day of the workshop will provide an overview of the problem with 
subpar RCAs. It will outline existing RCA training, describe the RCA study design and 
findings through the lens of the front line users, detail the barriers against achieving 
quality outcomes, present competency skills development as a tool to counter known 
barriers, and provide a competency skill assessment to PSOs. The second day of the 
workshop will provide individual and aggregated results of the assessment to the PSOs 
and interactive competency skills training that will include instructor-led demonstrations 
using the competencies during role-playing scenarios. On the third day of the workshop, 
small teams of PSOs will conduct simulated RCA investigations on reported events. If 
the barriers are unknown during the investigation steps, the competency trainers will 
insert predeveloped barriers into the teams’ processes so teams can apply their newly 
learned skills.  
Throughout the simulated investigation process, the competency trainers will 
observe, coach, and mentor the PSOs on the learned competencies. After all 
investigations are completed, the team will comment on their experiences. Each team will 
present their RCA outcomes and receive feedback on their RCA facilitation techniques, 
use of competency skills, team cohesiveness and communication, and quality of RCA 
investigation. The workshop will conclude with a summative evaluation. Postconference 
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coaching calls at 3, 6, 9, and 12 months will occur to further support transfer of learning. 
The course curriculum will include Knowles’s adult learning theory as the learning 
framework (Knowles et al., 2011). 
To promote a decrease in harm to patients with RCA investigation outcomes, the 
first goal of the workshop will be to inform the stakeholders and PSOs about the 
organizational barriers that limit PSOs’ ability to conduct stakeholder-valued and quality 
RCAs. The second goal will be to provide knowledge and understanding in use of 
specific competency skills to mitigate the top three RCA investigation barriers. The third 
goal will be to provide a practice venue for the PSOs to apply their competency skills in a 
simulated role-playing environment. The final goal will be to observe and coach the 
PSOs through an RCA process and provide immediate evaluative feedback to them.  
Rationale 
Barriers that PSOs experienced in performing RCA investigations were unknown 
prior to the study, but PSOs knew that their RCAs were often of subpar quality. The 
study’s findings indicated that the PSOs (a) were committed to accomplishing quality 
RCA investigations, (b) believed RCAs reduced the chance that harm to the patient 
would occur unintentionally, and (c) had applied the methodology learned when 
conducting RCA investigations. Data analysis also indicated that PSOs completed 
training to facilitate RCAs, but they faced significant barriers that interfered with their 
investigative efforts and undermined the RCA performance outcome. The analysis 
indicated that the PSOs encountered colleagues who were unwilling participants in RCA 
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investigations and who communicated ineffectively on an interpersonal level. The main 
barrier was time constraints imposed on PSOs to conduct RCA investigations.  
Prior to this study, no known research had been done on PSOs’ experiences with 
RCA investigations. Therefore, the stakeholders were unaware of these problems, and 
this lack of information contributed to a learning gap in PSOs’ ability to mitigate barriers. 
Resolution of this learning gap was needed to improve the quality of RCA investigations. 
Enhancing professional effectiveness through skill building or competency development 
is customary within organizations through professional development training or programs 
(Ottow, 2015). Therefore, I created a competency development project that offered an 
adult learning training platform aligned with a professional development solution.  
Barriers interfered with RCA investigations through interprofessional differences. 
To transform the RCA team members from reluctant participants to an engaged team able 
to master the time constraints given to complete the RCA, I created a curriculum 
workshop focused on nontechnical competency skills development in a practice setting. 
The medical school at Wright State University conducted research with positive results 
before implementing interprofessional team learning between their medical and nursing 
students and pharmacy students from a nearby health care organization as a beneficial 
curriculum approach (Patterson, 2015). As a solution to improve RCA outcomes, the 
training consists of specified competency skills to enhance the PSOs’ proficiency in 
managing interprofessional differences. 
For this project, over 90 PSOs would participate in competency skills 
development. A spacious training room and a small-group face-to-face learning 
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environment is needed to mirror the environment for RCA facilitation at the work site . 
Therefore, the project will be a workshop held in conjunction with a conference. The 
workshop will be part of the conference because of convenience. An annual training 
conference will occur because of the company administrators’ commitment to staff 
professional development. The costs of adding a three-day competency skills workshop 
to an existing funded conference will be minimal because the platform will be available.  
Another reason for using a workshop conference is that it will include an 
environment in which the instructor’s demonstration of skills can occur in a skills-
building interactive learning environment. In this learning environment, the PSOs will be 
able to work in teams and apply competency measures during simulated RCA 
investigations on a patient’s harm event. The simulation will include scenarios in which 
the instructors will introduce the barriers into the investigation so that the team members 
will be challenged to apply team cohesiveness, interpersonal communication, and time 
management through utilization of competency skills. The gains should be beneficial 
because medical health care leaders consider simulation to be a proven educational tool 
for team and communication skills performance improvement with medical students and 
residents (Pipas et al., 2016). Using RCA investigation simulation during workshops can 
provide the PSOs with skills to address the interprofessional differences and unwilling 
colleagues’ issues found with RCA teams and organizational leaders. Through 
competency development and demonstrated use of the competency skills during the RCA 
investigation simulation, PSOs will learn to mitigate barriers improve the quality of RCA 
outcomes at the local level.  
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Review of the Literature  
Ongoing growth and development for professionals in patient safety to handle 
RCA investigations was a gap addressed in this project study. PSOs will benefit from 
training that will build their nontechnical professional competencies and skills. Adult 
education and training includes ongoing development to enable employees to handle 
future work challenges or changes (Caffarella, 2010). I considered a position paper that 
would inform the organizational leadership of the barriers that existed and negatively 
affected RCA outcomes, and would describe how competency skills training would 
rectify the problem. I rejected this choice as a project study because that solution would 
have included only a suggestion for a professional development education plan. The 
added burden for the company to create the curriculum would be unmet. Professional 
development was a better choice because a position recommendation and an associated 
competency curriculum would be provided for the company. Companies often sponsor 
the education for employee professional development purposes individually or as a group 
project to achieve strategic outcomes (Vella, 2010). The PSOs were already attending an 
annual educational conference. This provided an opportunity to lower the cost of the 
training. 
There are several types of education and training programs available for adult 
presentations. Therefore, I conducted research on the various presentation formats before 
deciding on the particular professional development platform to educate PSOs on 
competency skills. Common training methods cited by Vella (2010) included seminars, 
retreats, workshops, job shadowing, lectures, teleconferencing, conferences, web-based 
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formats, and peer coaching. To achieve saturation of the literature review, I used the 
following key words:  staff development, proficiency development, professional 
presentation, nursing staff development, conferences, workshops, competency, adult 
learning, transformation, experiential learning, and employee education. Databases 
included ERIC, Sage Education full text, EBSCO, ProQuest, Cinahl, and Dissertation and 
Theses, Nursing Books from Ovid, and PubMed. I also used the Google Scholar search 
engine. 
Adult Learning, Organizational Performance, and Professional Development 
Adult learning principles should guide presentation styles (Foley & Kaiser, 2013; 
Leis, 2015). I applied these principles in selecting the professional development solution. 
Knowles’s (2011) adult learning theory, as discussed in Section 1, provided the 
framework for this project. One of Knowles’s assumptions was that when adults need to 
perform more effectively, they are ready to learn in an active learning environment 
(Knowles et al., 2011). Adult learning targets specific skills that can be used to solve an 
authentic problem or improve the quality of work performance (Smith et al., 2012). 
The measureable result from the learning, if executed and presented according to 
Knowles’s conceptual framework, will be individual performance improvement in RCA 
investigations. The conceptual foundation used to design the content of the training 
presentations should include a conducive learning environment and learner participation 
in developing the learning plan and evaluation methodology (Knowles, 2011). Dean and 
Ripley (1997) developed a model on an organizational learning system that demonstrated 
interdependence between organizational and individual performance. Training as a 
97 
 
component of the learning system promotes process improvement. Therefore, when 
teachers of adult learning methods (professional development training) engage learners 
through participation, and when the training is similar to the actual work, psychological 
pressures are reduced and social environment learning increases (Galbraith, 2004; 
Larsen-Freeman, 2013). Noe (2008) examined training programs and emphasized that the 
transfer of knowledge from a training environment reflects how the actual work occurs at 
the work location or within the organization. When key organizational stakeholders 
engage with the learner in a similar workplace environment, successful transfer of 
learning occurs (Aluko & Shonubi, 2014; De Feijter, De Grave, Hopmans, Koopmans, & 
Scherpbier, 2012). 
Health care settings provided the work site for the participants of this study. 
Within health care settings, professional development activities for staff members 
provide opportunities to develop new professional skills and behaviors (Hagemeier, Hess, 
Hagen, & Sorah, 2014). Leis (2015) indicated that adults receiving professional education 
“seem to prefer an informal learning environment and like to be recognized for their 
present knowledge level and achievements” (p. 25). In addition, adults learn more 
effectively through interactive presentations involving discussions, demonstrations, and 
return demonstrations (Daffron & North, 2011; Leis, 2015). 
Conferences with PSOs are an important aspect of the training process. Caffarella 
(2010) described conferences as 1 or more days of educational, informative, problem 
solving, skill developing formal or informal sessions designed to accommodate large or 
small groups. Interaction among group members can occur at large conferences, but small 
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groups are structured to facilitate active and interactive learning (Andersen & Wahlgren, 
2015; Rowthorn & Olsen, 2014). A workshop that allows PSOs to work in small groups 
should provide an interactive training environment. 
Professional Development Conferences and Workshops Platforms 
 A workshop is an example of a small group platform, but other components exist. 
Workshops are small groups that engage in skill and competency activities in an intense, 
thought-provoking, participative, and applied environment (Caffarella, 2010; Thampy & 
Danczak, 2015). The key concept, development, and use of transfer strategies include the 
ability to take knowledge provided during training and apply the training correctly and 
efficiently to a job or required work. This ability involves using cognition and behaviors 
to anticipate, assess, analyze, or map the concept and monitor situations or opportunities 
effectively in real time (Camp 2012; Fisher & Frey, 2016; Hoyt, 2013; Noe, Sears, & 
Fullenkamp, 1990; Tseng, Chang, Lou, Tan, & Chiu, 2012).  
 Conferences that offer lectures with a workshop component provide a higher level 
of small group interaction and engagement than a conference, which does not include a 
workshop (Zhuy et al., 2012). Participant interaction, such as through a conference 
workshop, will be an interactive professional development venue building PSOs’ 
confidence and enhanced reliability conducting RCA investigations. Conferences often 
occur with a workshop component; the platforms incorporate adult learning theories and 
contain both large and small training formats that align with professional development 
goals. This sometimes occurs by dividing all conference attendees into smaller groups or 
by limiting the number of attendees for the workshop.  
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Specific reasons undergird the structuring process. The purpose of structuring the 
learners into small groups is to promote integration of knowledge into an applied skill 
and work behavior (Brandt & Dimmitt, 2015). Skill-based performance refers to the 
intentional linking of behavioral acts performed to complete a task in a routine or new 
setting (Roberson, Kulik, & Pepper, 2009). Skills based learning outcomes can be used to 
measure or understand if learning or transfer of learning occurred after a conference 
workshop as intended (Daffron & North, 2011; Furman & Sibthorp, 2013; Saavedra & 
Opfer, 2012). To assess participant’s outcomes, daily formative or a summative 
evaluation at the end of the conference workshop is a method that can be used to measure 
learning and transfer of learning. 
Exploration of patient safety measures to mitigate unintentional harm from 
healthcare providers to patients is a focus of some qualitative studies. For example, 
Varkey, Karlapudi, Rose, and Swenson (2009) conducted a qualitative healthcare study to 
explore patient safety topics that would be pertinent in building a patient safety module 
within their graduate medical education program. The participants of the study indicated 
that technical and nontechnical skills or patient safety competency skills taught 
interactively and with simulation are preferred learning and assessment methods 
(Gordon, 2013; Varkey et al., 2009). In my current study I included a workshop plan that 
was designed to focus on specific nontechnical patient safety competency skills that 
complimented the technical RCA course instructions. Together, the technical course and 
nontechnical competency workshop should be effective in negating the barriers PSOs 
encounter with RCA investigations. 
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Collectively, conference and workshop trainings are forums of professional 
development facilitators, often used to provide employees with new knowledge, 
practices, demonstrations, and also individual simulation opportunities so that the 
participants can apply their newly learned skills in a training environment (Anderson & 
Wahlgren, 2015; World Health Organization [WHO], 2011). This concept of operations 
and intent is professional development. Thus, under the auspices of learning to support an 
unmet goal of an organization for desired organizational performance, “development 
refers to obtaining employee expertise through the personal and professional 
advancement of employees’ knowledge, skills, and competencies” (Gilley, Shelton, & 
Gilley, 2011, p. 386). The structure of the RCA conference workshop for the PSOs may 
improve RCA investigation behaviors because opportunities to demonstrate, to simulate, 
and to practice technical and nontechnical patient safety, competency skills will occur. 
Studies provided research on competency based professional development. One 
study using adult learning principles as a framework successfully held a 3-day faculty 
development Quality and Patient Safety Medical Education conference. The conference 
included a workshop module. As a result, the faculty’s confidence level to teach, navigate 
through program barriers, and mentor the medical residents improved significantly 
(Myers et al., 2013). Didactics, demonstrations, peer networking, and role-playing were 
used to deliver the cognitive and skills building program content. Similarly, Karlsson, 
Beijer, Erikkson, and Leissner (2008) illustrated positive outcomes from 10 workshops 
developed by their Swedish Human Service Organization (HSO) for over 70 social work 
professionals of welfare. The workshop design used by HSO included active learning, 
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reflection, and self-directed participant opportunities, which resulted in desired 
knowledge and skill acquisition that built up the welfare workers and HSO’s operational 
capacity (Karlsson et al., 2008). Miller (2014) stated that reflective practices support the 
ability to learn something new and improve patient safety actions.  
The cited works are examples that supported the suitability of delivering 
education in a conference and workshop setting. Based on the works cited, the goal of the 
competency development workshop developed for this project study is to provide adult-
focused, active learning, and transfer of learned professional development skills, for a 
large number of attendees who would benefit from small group breakout sessions. 
Faculty professional development was not a component of my conference workshop plan 
for this project but is something that I may consider including in a future conference 
workshop.  
Performance Through Competency Training and Development 
The survey findings from my project study indicated that key organizational 
barriers interfered with successful RCA investigation performance, and therefore, quality 
RCA investigations outcomes. A literature review was then conducted to determine if 
barrier defusing core competencies existed, and if so, to find relevant information about 
the utility of the competencies for patient safety officers’ function as leader and facilitator 
of RCA investigations. The literature review explored models of competency curriculum 
development that fostered mastery of professional skills acquisition. The previously cited 
databases were useful to conduct the search. Keywords and phrases used for the search 
included: collaboration, competency, interdisciplinary, interpersonal, interprofessional, 
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healthcare management, business management, curriculum, curriculum development, 
employee soft skills, facilitator, team communication, team building, conflict resolution, 
staff retention, coaching, transformation, leadership, organizational management, and 
instructional design. 
According to assessments from managers, educators, leaders, and scholars, 
employees at the management level lacked capable communication skills to solve 
problems, to overcome barriers, and to evaluate information effectively (Brandt & 
Dimmitt, 2015; Brazeau, 2013; Eckman & Fry, 2005; Gutman & Schoon 2013;). Web-
based competency training on analytical thinking seemed useful to enhance employees’ 
ability as managers. Posttraining needs reduction assessments indicated that the 
knowledge gap no longer existed, and an evaluation of the managers’ ability to transfer 
successfully and to use the competency to resolve issues identified in online-based, 
simulation, or practical training scenario improved (Hall, Smith, & Dare, 2014; Rourke & 
Boyington, 2015; Vyas, McCulloh, Dyer, Gregory & Higbee, 2012). Competency 
training on analytical thinking specifically promoted the manager’s ability to conduct 
analysis, synthesis, and evaluation within their global work environment (Hall et al, 
2014). Inclusion of competencies for managers was a positive finding from a remote and 
recent global study conducted to promote professional success of managers (Arnold & 
Forney, 1998; Rowthorn & Olsen, 2014). 
Moreover, Lankshear, Kerr, Laschinger, and Wong’s (2013) descriptive 
correlational survey research was conducted to learn about the relationship between 
organization power and nurse leaders’ perception of their roles, ability to influence others 
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within the organization, and upper management’s level of support of nurse leaders. The 
professional nurse was most successful when they utilized the four key competency 
domains of practice, leadership, research, and education. However, nurses effectively and 
frequently utilized “influence tactics” in order to execute various requirements and 
functions of their role (Lankshear et al., 2013, p. 358). This and other studies found that 
influence tactics or interprofessional communication is a competency that organizations 
should include training on and standardize as a necessary professional competency for 
team communication enhancement and coalition building (Hagemeier, Hess, Hagen, & 
Sorah, 2014; Newton, Woods, & Nasmith, 2012; Reznick, 2014). Interprofessional 
communication competency is an included skills training at the conference workshop that 
I developed for this current project study. 
Specific to patient safety, the Department of Defense (DOD, 2014) Patient Safety 
Program developed a competency model for patient safety managers in 2011 and 2012. 
The managers of the program identified competency as a standardized requirement in 
order for a person to perform the work required; thus, the model was a group of 
standardized skill-related requirements. Using the competency model for managers as a 
framework, DOD built an award-winning traditional 5-day patient safety professional 
course for managers and an online patient safety certificate course (DOD, 2014). The 
online learning course modeled a professional development format with a skills building 
curriculum. Each course module requires managers’ active participation to allow 
continued advancements toward effectiveness as a lead promoter of patient safety for the 
DOD healthcare system. The ultimate goal of developing the competency model was a 
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means to become a recognized organizational benchmark for patient safety improvements 
and patient harm, reduction strategies (DOD, 2014).  
Six competencies and 23 subcompetencies are in the model. Considered as 
elemental patient safety professional skills, the DOD (2014) identified and defined six 
core categories for manager’s competencies in patient safety. These core categories are: 
(a) analysis, system thinking, decision making, problem solving, and analytics; (b) 
business skills and knowledge; teamwork, project management literacy, interprofessional 
and technology skills, and DOD organizational knowledge; (c) communication; skills in 
all types; (d) leadership; change management, coalition building, accountable and service 
oriented for results; (e) patient safety science expertise; and (f) professional development; 
continuous learning of self and promotion to others (DOD, 2014). Evaluation of the 
patient safety course occurred over several course cycles. Improvements in the manager’s 
confidence, knowledge, and skills relating to the core patient safety competencies 
averaged a 24 to 86% increase (DOD, 2014). Other organizations and leading patient 
safety organizations have also built competency models and PSO specific competency 
models to improve team communication, elevate and sustain the organization’s level of 
expertise and marketability, and also to support hiring and retention efforts (DOD, 2014; 
Furman & Sibthrop, 2013; Henry, Holmboe & Frankel, 2013; Holdsworth, Bond, 
Pariakh, Yacop, & Wittstrom, 2015; Robertson, 2012). 
Globally, in 2015 a consortium of renowned leaders from national and 
international healthcare organizations developed a competency directory for healthcare 
managers (The International Hospital Federation, 2015). Branded as The International 
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Hospital Federation, the consortium identified and defined five critical domains in which 
healthcare managers should have demonstrated competency: 
• Leadership: Inspire, create a shared vision and collaboratively direct work. 
• Communication and relationship management: Facilitate individual and 
group team communication. 
• Professional and social responsibility: Lead by example with 
interprofessional conduct; participate in community service, and commit 
to lifelong learning. 
• Health and healthcare environment: Have knowledge of the factors, such 
as the environment, within the system you work in. 
• Business: Apply human factors, systems thinking, and business principles 
appropriate to the situation (The International Hospital Federation, 2015).  
My project study findings indicated that barriers with conducting or facilitating 
RCA investigations exist and negatively affect the goal of obtaining quality RCA 
investigations and safer patient care. If the barriers are controlled or eliminated, quality 
RCA investigations and a reduction in patient harm is expected. The results of the 
literature review on adult learning, professional development, conferences, workshops, 
and competencies aligned with my decision to develop a professional training curriculum. 
The results of the review of the literature on patient safety competencies, technical 
competencies, organizational management, personal, and interprofessional competencies 
support my decision to develop the RCA investigation competency curriculum for PSOs. 
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Once developed, the focus will shift to implementation of professional development 
training. 
Project Description 
Completion of the project will finalize a milestone that will potentially open the 
pathway for project execution within the CRL Company. To initiate, I will schedule a 
decisional conference call with the president of the company, chief human resources 
officer, and chief operating officer, and will send them copies of the project study and the 
training plan for professional development training plan two weeks before the planned 
conference meeting. I will send a one-page summary of the project study and budget 
estimates to the stakeholders for their awareness. My availability to answer questions or 
respond to comments about the project will be a part of the awareness information 
provided. I will also attach a cover memo on the documents. Once a decision to proceed 
in implementing the training program occurs, and leaders of the company obtain mutual 
support from their external stakeholders to have the competency development workshop, 
I will use as a guide, Caffarella’s Interactive Model of Program Planning Checklist.  
The checklist is a logistical task list to complete within the first 2 weeks after 
project approval, and I plan to enlarge it for use as a posted visual process flow map. A 
series of lectures by patient safety experts on RCA investigations and competencies, 
technique demonstrations, simulations per live actors’ role modeling or per video clips, 
and question and answer sessions at the end of each lecture and day, illustrates what the 
daily workshop proceedings will look like and on which evaluations will occur.  
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Potential Resources and Existing Supports 
With support garnered from the CRL’s human resources office, completion of the 
workshop preparatory tasks dissemination will occur sensibly among selected CRL 
company employees. The potential resources and supportive measures for the project 
implementation include: (a) using the bank of staff members and PSOs of the company to 
selectively chose top patient safety experts as speakers and coaches; (b) establishing 
room monitors, marketing agents, an administrative support team, audio-visual support 
team members, and an office supply and equipment support team; (c) identifying guest 
speakers who may have volunteered pro bono as other subject matter experts; (d) 
identifying staff at the site where the conference and workshop will be held for media and 
room support; and (e) using volunteers to haul and transport heavy or bulky supplies, 
materials and equipment to and from the conference workshop each day. 
Potential Barriers  
Without approval of the professional development project, the conference 
workshop cannot move forward and that is the immediate barrier. The conference and 
workshop is a fiscal venture. Unexpected company or stakeholder budgetary issues may 
surface and require a cancellation of the conference and workshop or force a reduction in 
the number of planned days. In that the company is a consulting business, stakeholder 
changes may occur and may affect the significance to follow through with the conference 
workshop. With changes in the weathers it would be unheard of to have a weather related 
delay or cancellation. From a national security perspective, a terrorist threat or actual 
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incident may negatively influence the PSOs’ air flight, travel plans that would be 
necessary for them to get to the conference workshop location.  
Proposal for Implementation and Timetable 
The workshop’s target date will be in conjunction with the annual conference held 
in a certain month each year. Project implementation will begin with a competency 
assessment at the beginning of the calendar year. As part of the employee retention 
program of the CRL Company, proactive online competency assessments dissemination 
will occur, and immediate feedback will follow in an online format within the first three 
months of the year. All PSOs will participate. Nine calendar months will be available to 
plan the project. I will form a training committee and we will conduct monthly 
conference call commencing six months before the planned conference date. The calls 
will increased to twice weekly, 3 months before the conference date, before becoming 
weekly calls one month before the conference date of that particular year.  
Roles and Responsibilities of Student and Others  
The roles and responsibilities for the PSOs, as students, will be to engage and 
learn actively from the workshop sessions, and although the conference program does not 
relate to the workshop, the students are required to learn from the conference as well. 
Prior to the conference, the students will be responsible for completing an online 
competency assessment module to provide guidance on their learning needs, and students 
will also participate in post-training evaluations and interval coaching calls. At the 
conference workshop, nine students will serve as speakers and coaches for the workshop. 
These students will be responsible for being organized and ready to present their topic, 
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and will be responsible for demonstrating or simulating the competencies correctly. As 
speakers, the PSO students are also responsible for being friendly and attentive to the 
workshop students. Because the student selected to assist with the training are in an 
instructor’s and facilitator’s role; a responsibility to prepare their educational lesson plan, 
presentation slides, and handouts 6 weeks before the conference date is also required. I 
will serve the role of project coordinator and manager throughout the planning and will 
be the point of contact. The planning, activities, learning aids, role expectations, and 
responsibilities are under the auspices of Knowles’s adult learning assumptions. 
The project officers of the company and human resource officers will function as 
motivators to encourage students to learn during the training. They will be training 
committee members and help manage and coordinate the conference workshop. To 
understand what the students will need to learn and what their experiences are, the 
students will be responsible for spearheading the online competency assessment, and for 
assisting with the post conference coaching calls. The company president will serve as 
the decision point if situations surface that need resolution at a level higher than what I 
can provide as the overall point of contact.  
Project Evaluation  
Type of and Justification for Evaluations 
Evaluations are integral to the planning of projects and programs to determine if 
what was conceptualized to occur actually is obtained, implemented as planned, 
validated, and if new behaviors exist and are sustained (Caffarella, 2010, Grohmann & 
Kauffeld, 2013; Hunter & Nielson, 2013; Koo & Milner 2010, Noe, 2008; Weick & 
110 
 
Sutcliffe, 2007). Observations of the PSOs’ ability to apply competencies during 
simulated RCA investigation, and self-assessment of RCA investigation are the means 
that will provide an assessment of PSOs learning experiences and perceptions about the 
workshop conference. At the end of Day 1 and Day 2 of the workshop, the PSOs will 
complete a short formative, quantitative evaluation to assess their reaction to the 
workshop. The PSOs are to select the response that mirrors their thoughts, using a Likert 
style level of agreement design. The goal of the daily evaluations is to meet Knowles’s 
learning assumption that adults are oriented to learning, based on internal factors that are 
immediate in helping them get the job done (Elghouche, 2015). To achieve practicality 
and relevancy with the training for the PSOs, within the first two hours after Day 1 of the 
workshop ends, the workshop committee will meet. The committee will review all 
evaluation responses, and if issues emerge, the committee will address the issue for 
immediate reconciliation. For example, if the evaluation finding on Day 1 indicates that, 
by majority, the PSOs disagreed that role-playing was effective, using guided research 
and shared knowledge, adjustments or new steps to the role-playing activity will be 
evident on Day 2. The evaluation will also validate what is working. If there are no issues 
with Day 1 proceedings of the workshop, the plan will not change for Day 2. In addition, 
the PSO will have opportunities to comment on the competency demonstrations and RCA 
investigation simulation. The instructors will also conduct formative evaluations on the 
PSOs understanding and use of competencies during the simulation exercise. The intent 
of the planned formative and summative evaluations is to give a perspective for what 
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Kirkpatrick and Kirkpatrick (2010) asserted as evidence that changes occurred for the 
bottom line goal.  
Summative evaluations provide an overall assessment of the entire three-day 
workshop. This evaluation will occur at the end of the workshop. Collectively, the 
evaluations are a roadmap for future workshop successes. As a roadmap, the information 
from the PSOs’ evaluations will be useful to redesign, update, eliminate, and structure 
objectives and goals of the next annual workshop. Included also will be summative 
competency skills and transfer of learning evaluations by the lead instructor at each of the 
four-post workshop. Coaching calls with the PSOs will occur, as necessary. Finally, the 
competency assessment will reoccur from three to four months prior to the next 
workshop for the PSOs’ interest and the workshop committee’s insight for planning 
purposes. Although it will be an inaugural workshop, the plan is that the company will 
continue to sponsor the workshop annually or until such time that the needs or workshop 
priority changes. 
Overall Project and Evaluation Goals 
The workshop goal is that through competency development and demonstrated 
use of the competency skills during the RCA investigations, mitigation of the barriers is 
expected to occur during simulation, and the quality of RCA outcomes at the local level 
will improve due to the PSOs ability to facilitate the team. The following learning 
outcomes used to develop the instructional plan will be useful for evaluating the 
workshop. Upon completion of the workshop, the PSOs will be able:  
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• To specify the barriers that PSOs encounter when facilitating and 
conducting stakeholder required RCA investigations. 
• To verbalize taught PSO competency skills definition and associated 
behaviors.  
• To translate how effective use of competency skills results in higher 
functioning, team cohesiveness, and communicative efforts as a means to 
counter the barriers. 
• To simulate an RCA investigation process using appropriate competency 
skills as behaviors to reduce effect or eliminate encountered barriers. 
• To endorse confidence in being able to successfully improve RCA 
investigation performance outcomes. 
Moskowitz and Nash (2007) concluded that a student’s application of critical 
analysis could occur in terms of the outcome of the interaction. In addition, a student’s 
application could determine if the student applied the evidence presented. The interval 
coaching calls will determine during RCA investigations if the PSOs maintained ongoing 
competency confidence, controlled or mitigated barriers, and if the stakeholders informed 
the PSOs of having a better appreciation of the RCA investigation outcomes. Coupled, 
the formative and summative evaluations will shape adjustments to the competency-
training module. The evaluation will be useful as an instructional aid reference prior to 
the next annual conference workshop.  
According to Coloma, Gibson, and Packard (2012) stakeholders need to know if 
the training worked. Stakeholders want to know if the participants acquired knowledge 
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and skills will make a positive difference in performance outcomes. Stakeholder 
awareness of the workshop evaluations will occur in a formal report and if a favorable 
report results, the stakeholders have the authority to develop further strategies and tools 
that will strengthen organizational reliability (Chassin & Loeb, 2013). For the purpose of 
this study and project, organizational reliability will result in improved RCA 
investigation outcomes that promote patient safety and harm reduction strategies. That is, 
did the PSOs’ new knowledge and skills acquired from the conference workshop 
contribute to improved performance and desired RCA investigation outcomes? The 
stakeholders are the board of directors and organizational leaders who has oversight of or 
employs the PSOs. 
Implications Including Social Change 
Local Community  
Patient safety management and initiatives, as a separate domain within the quality 
and risk management disciplines in health care, is relatively new with a start from the 
national level in 2001. Using root cause analysis investigations to decrease harm events 
to patients is standard work. If this project delivers in removing or reducing the barriers 
known to influence negatively RCA outcomes, the potential exists for PSOs ability to 
better facilitate RCA investigation, achieve stronger interventions, and prevent future 
patient harm. Patient harm is a national healthcare issue, and the literature review 
suggested that other organizations struggle with quality RCA outcomes and benefits. 
Sharing the evidence from this study on indicators that dampen the investigative efforts 
and sharing an evidenced based RCA skills building workshop for PSOs that may 
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promote alleviation of negative barriers suggests that, if adopted, safer healthcare for 
patients in the local community is possible. Focused workshops on building capacity to 
facilitate RCA outcomes are important for the chief operators, boards of directors, and 
education and training or human resource department leaders. The focused workshop 
developed for this current project study addressed the needs of the PSO learners as well 
as the stakeholders and the executive leaders of the CRL Company. If implemented, 
families and patients at the local organization may be predisposed to lowered risks for 
unintended harm events. Stakeholders may find the project important enough to adopt for 
that reason alone. A program is recognizable when patient safety activities have 
progressed in performance because barriers can surface that impede the work of 
professionals to address successfully (DOD, 2014).  
Far-Reaching  
The Institute of Healthcare Improvement (2013) offers patient safety, quality, and 
performance improvement courses that advocate incremental expansion of a new process 
so that health care professionals can study the process and make necessary adjustments 
for reliability (IHI, 2013). The evaluations of this project study could follow the same 
path and reach further than the local level for implementation nationally or internationally 
at similar health care systems. For instance, if the project study and the workshop 
program deliver as a successful project at the local level as evidenced by a progression in 
performance of patient safety RCA investigations, the project study may extend with the 
same success at local community healthcare organizations. This could include a 
healthcare system at the state level, or it may be possible that other similar organizations 
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will model RCA competency skills workshops throughout the country. The far-reaching 
implication of having successful RCA training and competency-based skills workshops 
could mitigate or decrease the frequency of the responses identifying investigation 
barriers encountered by the PSOs at the CRL Company. The study could lead to 
standardized professional development training within the CRL Company. Other health 
care organizations could adopt similar professional development training. These 
implications could increase the quality and outcome of RCA investigations.  
Conclusion 
In Sections 1 and 2, RCA investigation outcomes represented a problem at the 
local level, and the descriptive and inferential statistics of my quantitative study indicated 
that PSOs faced organizational barriers while conducting RCA investigations. Section 3 
was an extensive literature review on this newly emerged finding, explored options that 
built capacity for PSOs to conduct quality RCA investigations, and described how an 
organization’s conference workshop on competency skills development and application 
could apply to change PSOs performance in effectively facilitating the RCA team despite 
barriers. As a result, the quality of the RCA investigations may no longer be a common 
problem. The scope of the workshop and the evaluation strategies concluded the 
information provided in Section 3 of the project study. Curriculum details on the 
competency skills building RCA workshop are located in Appendix A. Expounding on 
reflective assessments about my project study journey, such as the scholarship and 




Section 4: Reflections and Conclusions 
The capstone project started with an identified problem at the work site that 
influenced the success of a patient harm-reduction strategy known as root cause analysis 
investigations. Data analysis indicated that organizational barriers existed with 
investigations and PSOs needed training to manage them efficiently. To identify optimal 
solutions to improve investigations, I conducted research on outcome-based, proven 
practices and program development methodologies. I designed a project to develop PSO 
competency skills to improve RCA outcomes. I created a PSO professional development 
competency-focused curriculum to enable PSOs to mitigate barriers during RCA 
investigations. Section 4 includes reflections on the project study, future research, and my 
development as a scholar, practitioner, and project developer. I conclude with a summary 
of my project study experiences.  
Project Strengths and Limitations 
 During the first year of my literature search for the prospectus, I did not find any 
studies on patient safety officers’ experiences with conducting an RCA investigation. At 
the end of the second year, I found a study that was a follow-up to a previous study 
published about 5 years earlier. Both of the studies had been conducted  
in the United Kingdom. The fact that the two international studies related to my study 
was a significant strength for my project because a preestablished survey had been used 
in these studies. The preestablished survey was reliable to assess RCA investigation 
experiences. I was able to stop development of an invalidated survey, which strengthened 
my project. The two international studies also indicated that the return on investments 
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(ROIs) of conducting RCA investigations was probable but unproven. My project study 
is adding to the limited literature on RCA investigation problems a solution that may 
create a worthy social change opportunity at the local level. Data collection from the 
survey occurred with participant anonymity because all participants worked for the same 
company in which I held a supervisory position. Anonymity promoted a protected 
environment for candid and unbiased PSO responses. I also discovered that anonymity 
promoted a higher response rate. The findings from the data included descriptive and 
inferential statistics that were statistically significant.  
The comprehensive literature review on all aspects of education and training 
programs, employee professional development, and evidence-based practices 
strengthened my selected project. I was able to share the data analysis, findings, and 
implications of the study with the participants via a webinar within a reasonable 
timeframe. I took an opportunity during the webinar to thank them personally for their 
participation. One part of the project was skill development to address barriers in RCA 
investigations. The study site company offered two products that were critical elements 
of my project. The two products were an annual conference and the competency 
assessment tools the human resources division used for hiring and retention initiatives. 
The existing products provided a platform for optimal education and training on a very 
low budget. Another unexpected project strength was the likelihood that the company 
would implement the training. This project strength occurred because a twofold benefit 
existed for the company. First, the PSO professional development training on 
competency skills could be included at the next annual conference workshop. The other 
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strength was that the workshop curriculum and follow-up coaching calls were accessible 
to the company for employee retention and performance improvement efforts and for 
promoting transfer of learning. Limitations of the study were that it did not include 
qualitative data, the sample size was not large, and it did not include survey data from the 
organizational leaders.  
Recommendations for Alternative Approaches 
The quantitative approach was a limitation because the opportunity to capture 
participants’ experiences in their own words was not an option. If a qualitative 
component had been included in the study, data analysis would have been richer and 
more informative. A mixed-methods approach would offer both qualitative and 
quantitative data. Although the sample size was adequate for power analysis, the size was 
a still a limitation. In future studies, a mixed-methods approach and a larger sample size 
would be a priority. A larger population from multiple sites would provide more 
generalizable results, and this would be useful to the stakeholders. Future studies could 
include support from other health care organizations. 
To address the problem differently, researchers could include the organizational 
perspective along with the PSOs’ input. Managers’ and executives’ experiences could be 
included in future correlational studies. These studies would add another layer of 
understanding because both perspectives could generate findings that otherwise would 
not be discovered. The social change impact could be strengthened if the studies occurred 




The doctoral program has been a welcome journey in scholarship. I was not 
racing to finish. I developed critical thinking skills, writing skills, communication skills, 
knowledge, and skills as a principal research investigator. I learned about adult learning 
from the Walden University staff and from my readings as an active learner. The doctoral 
program enhanced my ability as a scholar. I learned that scholarship is about solidifying 
practice, education, and theory through an evaluation process known as research. I 
learned that scholarship has resulted in unintended discoveries that positively changed the 
U.S. health care industry. Scholarship improved my way of thinking and reacting. For 
doctoral studies, commitment and time are necessary to obtain scholarship (Braithwaite et 
al., 2006). I learned that I was passionate about developing higher ordered thinking and 
being a proven scholar. Conducting scholarly research required an enormous 
commitment of time and money. That was not a deterrent; I learned that I valued 
scholarship and being a researcher.  
Project Development and Evaluation 
An enlightening moment about project development happened when I realized 
that my project study format determined the structure for what the curriculum and 
presentation style would be for the project. Caffarella (2010) cited this factor, but it 
became clear to me while I was developing my project. For example, if I had developed a 
project guide on competency development to improve RCA investigations and presented 
it as online education, the curriculum would have included content and active-learning 
processes that would have been different than if the training had occurred, face-to-face at 
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a conference workshop. I learned that there is a plethora of information about evaluation 
methods, selection considerations, and implementation steps. A misstep should not occur 
with the planners because they, along with the stakeholders, collaborate in choosing the 
evaluation process. I have surmised that the ROI can be enhanced if evaluation of the 
project is mindful at the onset of the project development stage.  
Leadership and Change 
The stakeholders were interested in evidence-based practice and research, but 
were not supportive of the prolonged time it took to complete the study as prescribed by 
Walden University. Stakeholders were not as interested in allowing the study to follow 
academic steps for degree purposes because their goal was to correct problems as 
efficiently and as quickly as possible. Research is not a quick process; the stakeholders 
were resistant to research in favor of other performance improvement processes that 
required fewer steps or less time to accomplish. Despite the reliability and validity of the 
project study, I also learned that the stakeholders could choose which findings and 
implications they wanted to adopt early and determine which ones that they would reject. 
Stakeholders were more apt to select changes with the least amount of fiscal requirements 
and those that were easiest to implement. For example, policy development and 
reminders to the staff were changes easily embraced. Requesting new surgical 
instruments or removing a surgeon’s favorite but at-risk instrument from use was unlikely 
because it would require engagement from directors or the board for approval or action. 
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Analysis of Self as Scholar 
Within the first 10 years of my professional nursing career, the organization in 
which I worked advocated nursing research. Opportunities to acquire knowledge and 
conduct research studies only required an interest. My exposure to nursing research 
projects began as an assistant investigator. The experience was pleasurable, entertaining, 
and stimulating. After 10 years, I began graduate school to receive formal training to 
conduct research in nursing as the principal or lone investigator. My studies focused on 
clinical nursing laboratories and the need for education and training. The love for 
education and research continued as I matured professionally. For example, I did not miss 
any learning sessions when I attended nursing conferences. I came back with the 
maximum educational time possible and had little time or interest in anything outside of 
the conference rooms. I shared my background to say that I enjoyed lifelong learning and 
research.  
I learned everything about adult learning from the Walden University staff and 
from myself as an active learner. The doctoral program enhanced my ability as a scholar. 
An outcome of completing the doctoral program was that I began to consider myself a 
scholar. I realized this after participating in classroom discussions; reading numerous 
academic documents, articles, and books; and conducting many hours of study and self-
reflection. The learning deficits of which I was unaware were frustrating, but they 
contributed to my academic development because I gained a deeper awareness of who I 
was and what I wanted to do to improve socially. As a scholar, I learned that although I 
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was successful with my job, I had so much more to learn. Upon graduation, I will be in a 
position to start teaching other adult students about scholarship.  
Analysis of Self as Practitioner 
I started doctoral studies with a belief that my background in educating female 
adults about women’s health would enhance my ability to succeed in the adult education 
program. I was able to reflect on prior experiences as a practitioner; but, I also learned 
how to improve the manner in which I educate adults in my practitioner role. For 
example, presenting my oral proposal defense felt very natural for me. I believe that is 
because, as an instructor and nurse practitioner, I often engage in one-on-one interaction 
with adult patients and adult students. I have modified, restructured, and improved how I 
instruct students during RCA training courses and how I teach patients aspects of their 
care. Having completed this educational quest, I feel I am a more efficient practitioner 
because I am able to understand and apply adult learning theories during patient 
engagement and during RCA investigation facilitation. 
Analysis of Self as Project Developer 
Growth has occurred as a project developer, although I have been a project 
developer for nursing conferences and workshops in the past. I learned that the on-the-job 
training I received as a project planner aligned loosely with the grounded research 
methods cited in this project study. Project development was one of my strengths at the 
level that was required in previous roles and responsibilities. Now I am in a position to  
recognize and bridge gaps that may occur while creating and managing a project that 
results in excellent performance at the local level.  
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The evaluation process of a project is one example of a lesson learned. It was 
important to create an evaluation plan that could be used to determine whether the project 
was meeting stakeholders’ goals. Before completing this project study, I had not 
considered any type of criteria for selecting an evaluation method. A second area of 
growth was that I did not include an evaluation plan as an initial part of my program 
development. This oversight was a part of the correction as I developed my project study. 
I learned that as a project developer, I had to know when and how the evaluation plan 
should occur.  
Implications, Applications, and Directions for Future Research 
RCA investigations are a critical part of the PSOs’ duties, and the goal of the 
investigations is to avert future patients’ harm. The lack of research on the benefits of 
RCA investigations in the health care field was a challenge. Within my organization, the 
stakeholders’ opinions were that the quality of RCA investigations must improve to 
prevent future harm to patients. I learned many things by conducting the project study. I 
gained an understanding of why the problem existed. The study findings indicated that 
the PSOs believed that the training prepared them to conduct investigations, but they had 
a problem with barriers that impeded their RCA investigations. The primary barriers were 
limited time for the team to meet, colleagues’ unwillingness to support the RCA process, 
and the interprofessional differences among staff and team members.  
These competing issues negatively affected the RCA investigation outcomes. 
Evidence in the literature supports interprofessional education as a means used to avoid 
turf battles; confident interactions and baseline communication skills yield interactive 
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trust and respect among interdisciplinary healthcare teams (Buring, Bhushan, Broeseker, 
& Conway, 2009). When interprofessional collaborative performance improves within a 
healthcare organization, patient care quality also improves (Buring et al., 2009; WHO, 
2011). An understanding of this position led to the IOM, WHO, and the American Public 
Health Association endorsements of educational competency programs (Buring et al., 
2009; WHO, 2011).  
Potential Impact of the Project on Social Change 
Finding out about the barriers within the organization brought situational 
awareness to the stakeholders and PSOs, and provided an opportunity to correct problems 
and to improve RCA investigations. A training program that would build PSOs 
competency skills to improve their performance in facilitating the investigations included 
a planned presentation as a conference workshop. If the investigations improved the 
quality of RCAs, the impact on social change would benefit the patients at the local level, 
and patients would receive safer health care. The impact on social change would also 
benefit the human resources office because employees would have access to a fully 
developed and researched curriculum with a presentation plan. If implemented in other 
health care sites, the potential existed that competency training would be a part of the 
RCA courses at many health care organizations.  
Recommendations for Practice and Future Research 
Understanding why something negative or counter-productive exists is critical to 
finding and implementing the correct solutions regarding knowledge transfer (Green, 
2012). This study added to the body of knowledge on two similar studies that occurred 
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outside of the United States. A finding was that the top barriers in both studies were 
almost identical. Sharing the results of the project study and professional development 
competency curriculum and solutions could be of benefit to health care organizations 
outside of the United States. Applications to the adult learning and patient safety field 
could include the following: 
1. If the curriculum plan and this presentation platform solution occur at 
more than one site, and were effective in building capacity for PSOs 
facilitation effectiveness, reduced patient harm universally could occur as 
a social change. 
2. As an alternative, other healthcare organization easily could adopt the 
study design and first collect data on their investigator’s experience. They 
would then use the results of their survey to drive their social change. If 
the same barriers existed, the preestablished curriculum could be applied 
easily, or a modified plan could address a particular desired competency 
skill. 
3. The conference workshop and curriculum plan is also portable. The 
training can occur in other than a conference or workshop platform 
without compromising the objectives or lowering costs.  
Future research to build upon the new knowledge and solution is an exciting 
option that I would like to someday pursue or help another scholar to study. Another 
research or project study, designed as large scale, multi-site study, with an added 
qualitative section, could add to the body of knowledge on RCA investigations. The 
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study could indicate if the effect of an intervention, PSO competency development to 
improve facilitation performance, could improve RCA outcomes. It would also be 
interesting to obtain qualitative data about the specific time constraints that the PSOs 
encounter, determine how and why the colleagues behave or display an unwillingness to 
support RCA investigations, and determine what specific roles or job positions show the 
influence of negative and difficult interprofessional communication.  
The research study design and data collection process may serve as a mixed-
methods or qualitative study in one of two ways. One design could include adding three 
open-ended questions about the RCA barriers to the existing survey, and use the findings 
to tailor or expand on the curriculum plan of the conference workshop. Instead of 
modifying the survey with open-ended questions and risking the reliability of it, adding 
an interview component to the pool of survey data is also a recommendation. Once 
analyzed, all data adjustments could apply to the curriculum plan. 
As applied in this project for teaching professional development and competency 
skills building, workshops and conferences represented a rich medium for a learning 
platform. The competencies that were effective to negate the barriers with RCA 
investigations fell broadly under the category of communication and teamwork. 
Developments of these two competency tracts for health professionals represented the 
core of the patient safety curriculum as a mean to enhance PSOs’ practice (TJC 2015, 
IPEC, 2011, Interprofessional Education Collaborative Expert Panel, 2011). Virtual 
simulation or gaming learning environments with or without avatars are revolutionizing 
education and training paradigms and has interest of some medical school programs 
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(Foronda, 2016). Interprofessional communication via virtual simulation or gaming could 
be an option to consider when conferences or workshops are not fiscally or easily feasible 
for the organization to conduct. This type of simulation could also be an application to 
use for PSO and other healthcare providers training when a large contingent of staff need 
constant training. Future research and project studies are in order. 
Conclusion 
Section 4 presented insight about my experiences and attitudes about the project 
study as a love and a hate journey. The love was the academic role and the hate was all 
the obstacles and delays along the way. I would easily do it over again but hope to help 
others to complete this journey. Through mindful reflection, I believe that in conducting 
the study, I used sound research applications for credibility and reliability, and that it 
addressed the problem and purpose of the study on RCA investigations sub-quality issue. 
The findings of the study were telling, and the solutions to mitigate the problem included 
research and evidence-based practices. 
My personal journey to complete this project study occurred, using past 
experiences, which were mostly strengths. I learned how to be a scholar of research and 
to develop an educational program. I concluded Section 4 with examples of how the 
study can continue with future mixed-methods research, and how findings from this study 
were similar to previous international studies. I stated that the knowledge and lessons 
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Appendix A: The Project 
Agenda (Instructional Plan) Conference Workshop 
 
Competency Skills Building for RCA Investigations: Shading out the Barriers 
 
Room Arrangement: Podium up front for the instructors and 15 round tables with 6 
chairs facing podium 
 
Instructional Resources and Equipment: Big screen projectors or TVs and computers, 
speakers, portable microphones; PowerPoint presentations; laser pointer; and note-taking 
materials, handouts, large adhesive poster paper; medium sized sticky notes in square, 
oval, and round shapes; pens, pencils, and markers 
 
Day 1 
7:30-8:00am   
Registration: Conference Workshop Goodie Bag, Handouts, Agenda, and Evaluations 
 
8:00–8:30 
Introductions, Moderator/Instructor Welcome, and Administration:  
Presentation: Briefly inform students that use of PowerPoint slides and video clips, 
subject matter experts’ assistance, 50:10 speaker/Q&A minutes, polling, role-playing, 
demonstrations, and simulation will occur during the workshop 
 
Administration: Fire Safety and Evacuation, Bathrooms, Illness, Lunch, Refreshments   
 
8:30-9:00  
Workshop Overview: RCA Investigations, Problem, Solution, Goals, and Evaluations 
 
9:00-9:15 - Break 
 
9:15-10:15 
Patient Safety & Profiled RCA Investigations  
Leadership Feedback, Problems, Interactive Polling 
 
10:15-11:15 
Quantitative RCA Investigation Research Study 
The Good and Bad Findings and Implications: 
Bad Explained: Lack of Time, Inter-professional Differences, Unwilling Colleagues  
 
11:15-12:30 p. m. – Lunch 
 
12:30-1:30 
RCA Interference: Understanding Each Barrier 
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Active Learning- PSOs’ Personal Stories 
1:30-2:30 
Solutions to Diffusing RCA Barriers,  
Polling Q & A 
 
2:30-2:45 - Break 
 
2:45-3:45 
Professional Development and Patient Safety Officers Competency Skills 




Goal: Performance Enhancing Competency Skills-Diffusing RCA Barriers 
The Online Competency Skills Assessment Process Review  
 
4:45-5:00 





7:45-8:00 a.m.   
Instructor Welcome, Day 1 Recap, Day 2 Overview, & Administrative Comments  
 
8:00-9:00 
Individual & Aggregate Analysis: Preconference Competency Skills Assessments 
Matching Barrier to Competency, Polling Game  
 
9:00-10:00  
Competency Skill-Building Training  
Barrier-Lack of Time-Turning a Lack of Time into Lots of Time 
Competency Lecture: Resilience, Problem Solving, and Motivating Others   
Video Clip Demo and Demo/Role Playing by PSOs and Instructors 
 
10:00-10:15 - Break 
 
10:15-11:15 
Competency Skill-Building Training  
Barrier-Interprofessional Differences- “Why Can’t We All Get Along?” Part 1 
 
Competency Lecture: Team Cohesiveness, Intrateam Communication, and Teamwork 
Video Clip Demo and Demo/Role Playing by PSOs, Instructors, & Guest C-suite Leaders 
 
11:15-12:15 
Competency Skill-Building Training  
Barrier-Interprofessional Differences- “Why Can’t We All Get Along?” Part 2 
Competency Lecture: Building Rapport, Trust, and Confronting Difficult Situations 
Video Clip Demo and Demo/Role Playing by PSOs, Instructors, & guest C-Suite leaders 
 
12:15-12:30pm - Lunch 
12:30-1:30 
Competency Skill-Building Training  
Barrier-Interprofessional Differences: “Why Can’t We All Get Along?” Part 3 
Competency Lecture: Setting Performance Goals, Rewarding Improvement 
Demo/Role Playing by Instructors, PSOs list reward ideas on flip chart board  
 
1:30-2:30 
Competency Skill-Building Training  
Barrier-Unwilling Colleagues: Finding Engagement and Commitment, Part 1 
Competency Lecture: Setting Performance Goals, Rewarding Improvement, and 
Listening for Understanding 




2:30-2:45 - Break 
 
2:45-3:45 
Competency Skill-Building Training  
Barrier-Unwilling Colleagues: Finding Engagement & Commitment, Part 2 
Competency Lecture: Working with Personal Issues and Organizational Knowledge 
Demo/Role Playing by Instructors and PSOs 
 
3:45-4:45 
Goal: Performance Enhancing Competency Skills-Diffusing RCA Barriers 
PSOs’ Pre-Workshop Competency Skills Assessment Review 
Compare Competency Scores to RCA Required Competencies 
Video Tutorial on Assessment, Q&A 
 
4:45-5:00 
Day 2 Wrap-Up, Reminder to PSOs that they will actively participate in simulated 







7:45-8:00am   
Instructor Welcome, Day 1 & 2 Recap, Day 3 Overview, Administrative Comments  
 
8:00-9:00 
Competency Skills and RCA Barriers Review 
Putting It All Together: Competency Skills Builds up RCA Investigation Outcomes 
PSOs’ Matching Competency Skill to Definition Jeopardy Game  




Introduction to RCA Investigation Low-Fidelity/Simulated Training  
Review of RCA investigation process and steps  
Q&A, Video Clip Demonstration of RCA Steps 
 
10:00-10:15 - Break 
 
10:15-11:15 
Introduction to RCA Investigation Low-Fidelity/Simulated Training  
Assignment of patient safety event to each RCA investigation team, PSO role selections, 




RCA Investigation Process and Low-Fidelity/Simulated Training, Part 1 
Review of RCA process and steps. Start simulated RCA event investigation steps 
Instructor’s prompts and role playing to ensure barriers and competencies addressed, 
Q&A 
 
12:15-12:30pm - Lunch 
12:30-1:30 
RCA Investigation Process and Low-Fidelity/Simulated Training, Part 2 
Review of RCA process and steps. Continue RCA investigation steps to halfway point 




RCA Investigation Process and Low-Fidelity/Simulated Training, Part 3 
Review of RCA process and steps, Continue RCA investigation steps to completion 
Instructor’s prompts & role playing to ensure barriers and competencies addressed, Q&A 
 





RCA Investigation Process and Low-Fidelity/Simulated Training, Part 1 
RCA Team presentations of RCA outcomes, Barrier Feedback, Competency Use/Effect 
PSO feedback comments, Instructor Comments, Q&A  
 
3:45-4:45 
RCA Investigation Process and Low-Fidelity/Simulated Training, Part 2 
RCA Team presentations of RCA outcomes, Barrier Feedback, Competency Use/Effect 
PSO feedback comments, Instructor Comments, Q&A  
4:45-5:00 
Day 3 Wrap-Up and Evaluation, Q&A, and Overall Workshop Evaluation 
Conference Workshop Adjourns 
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Formative Evaluation for Daily Conference Workshop Sessions 
 




Instructions: Please rate your reaction as 1, 2, or 3 to the workshop sessions held today; 
check the box that corresponds to your reaction for each statement: 
 
Reaction Scale: (1= No 2= Somewhat           3= Yes) 
 
 1= No 2= Somewhat 3= Yes 
1. Did the instructor 
cover the 
objectives? 
   
2. Did the instructor 
present the 
information well? 
   
3. Did use of the 





Q&A; help you 
learn about RCA 
investigation 
barriers and RCA 
competency skills? 
   
4. Were the 
techniques helpful 
in enabling you to 
consider how you 
would apply the 
new knowledge? 
   
5. Did the overall 
sessions contribute 
to your knowledge 
base? 
   




 Formative Evaluation for Daily Conference Workshop Sessions 
Competency Skills Building for RCA Investigations: Shading Out the Barriers 
 
Day 2 
Instructions: Please rate your reaction as 1, 2 or 3 to the workshop sessions held today; 
check the box that corresponds to your reaction for each statement: 
 
Reaction Scale: (1= No 2= Somewhat           3= Yes) 
 
 1= No 2= Somewhat 3= Yes 
1. Did the instructor 
cover the 
objectives? 
   
2. Did the instructor 
present the 
information well? 
   
3. Did use of the 





and Q&A; help you 
learn more about 
RCA competency 
skills use against 
barriers? 
   
4. Were the 
techniques helpful 
in enabling you to 
consider how you 
would apply the 





   
5. Did the overall 
sessions contribute 
to your knowledge 
base? 
   




Formative Evaluation for Daily Conference Workshop Sessions 
 
Competency Skills Building for RCA Investigations: Shading Out the Barriers 
 
Day 3 
Instructions: Please rate your reaction as 1, 2 or 3 to the workshop sessions held today; 
check the box that corresponds to your reaction for each statement: 
 
Reaction Scale: (1= No 2= Somewhat           3= Yes) 
 
 1= No 2= Somewhat 3= Yes 
1. Did the instructor 
cover the 
objectives? 
   
2. Did the instructor 
present the 
information well? 
   
3. Was it clear what 
knowledge and 
skills were to be 




   
4. Were the 
techniques helpful 
in enabling you to 
consider how you 
would apply the 
competencies to the 
barriers that 
occurred during the 
investigation? 
   
5. Did the overall 
sessions contribute 
to your knowledge 
base? 
   




Summative Evaluation for the Conference Workshop 
 
Competency Skills Building for RCA Investigations: Shading Out the Barriers 
End of Workshop on Day 3 
 
Instructions: Please rate your reaction as 1, 2 or 3 to the workshop sessions held today; 
check the box that corresponds to your reaction for each statement: 
 
Reaction Scale: (1= No 2= Somewhat           3= Yes) 
 1= No 2= Somewhat 3= Yes 
1. Was the 3-day 
workshop agenda 
adequate in allowing 
breaks, meals, and 
networking? 
   
2. Were the 
conference workshop 




   
3. Was it clear what 
knowledge and skills 
were to be applied 
during the simulated 
team RCA 
investigation process? 
   
4. Did the overall 
workshop increase 
your confidence in 
effectively using 
competencies to 
negate barriers during 
RCA investigations? 
   
5. Did the overall 
workshop increase 
your confidence in 
facilitating future 
RCA investigations? 
   





Conference Workshop: Competency Skills Building for RCA Investigations:  
 




Cynthia R. Lightner 
Instructor/ Moderator 




Conference Workshop Goals 
 
• Develop competencies and demonstrate use of the competency skills for RCA 
investigations.  
 
• Through simulation exercises, learn mitigation of the barriers.  
 
• Improve quality of RCA outcomes at the local level due to PSOs ability to 




Conference Workshop Outcomes 
 
The PSOs will be able:  
 
• To specify the barriers that PSOs encounter when facilitating and conducting 
stakeholder required RCA investigations; 
• To verbalize taught PSO competency skills, definition, and associated behaviors;  
• To translate how effective use of competency skills results in higher functioning, 
team cohesiveness, and communicative efforts as a means to counter the barriers; 
• To simulate an RCA investigation process using appropriate competency skills as 
behaviors to reduce effect or eliminate encountered barriers; 







• PSOs are responsible for work systems and processes that contribute to safe 
patient care, with various risk reduction plans (Khanna, 2008). 
 
• Root Cause Analysis (RCA) Investigation is systematic and delves into 
process/systems that have caused patient harm; RCA prevents/reduces future 
harm risk (Sherwin, 2011).  
 
• At the local level, PSOs’ ability to apply knowledge and skills post RCA training 
to investigations is subpar, informal verbal feedback. 
 
• Analysis is insufficient to fix identified root causes or risk factors; stakeholders’ 






• Hook: There is a lack of safe, error free patient care; near 100K deaths from 
healthcare worker errors occur per year (Leape, 2000). 
 
• Anchor: To reverse, PSOs conduct RCA investigations to find and develop strong 
fixes for broken processes and systems. 
 
• General Education Problem: Consider why RCA PD training is not resulting in 
expected harm reducing investigation outcomes. 
 
• Specific Education Problem: Post-training, post-investigation RCA follow-up 
assessment is lacking but needs exploring to discover barriers that exist in 






• This quantitative survey study is to assess PSOs’ reports concerning RCA training 
and investigation experiences, benefits, attitudes, barriers, and time since training.  
 
• Determine if a correlation exists between the time since RCA training and the 






• What do PSOs report as their training and investigation experiences, benefits, 
attitudes, barriers, and time since training toward improved patient safety in 
healthcare settings, after preservice RCA, training and RCA conducted 
investigations?  
 
• What relationship exists between the amount of time since PSOs had RCA 




Method/Design Chosen to Help Add New Insights 
 
The study was a quantitative survey. 
Anonymous platform necessary to avoid influencing the responses online.  
 
Descriptive: Allows exploration for the specific issues related to training and subpar 
RCA investigation outcomes in a situation as is, without controlling the variables  
 
Correlation: Determine the relationship between the amount of time since PSOs had 
RCA training and the reported frequency of barriers encountered in conducting an 
investigation. 
 
Pre-established survey used to collect the data; describe PSOs experiences, attitudes, 
barriers, and time since training.  
 






Barriers Encountered with RCAs 
 
• Lack of Time -#1 
• Inter-professional Differences - #2 
• Unwilling Colleagues- #3 
• Interference from Internal/External Sources 
• Unsupportive Management 
• Difficulty with RCA Teams 
• Lack of Feedback and Data 




Summary of Research-Good and No So 
 
• Wide range of time since RCA training occurred 
 
• RCA training was on target; well prepared perception after conducting an actual RCA 
 
• Most had facilitated a RCA; 20% had not 
 
• Little to no opportunity to practice RCA investigation process as a 




Summary of Research- Good and No So 
 
• Their PSOs experience level nor number of RCAs facilitated prevented the PSOs 
from experiencing all the barriers 
 
• Proven with inferential statistics- correlation between time since RCA training, 
number of RCAs facilitated, and frequency of barriers 
 
• Practice was not making perfect and training was not inadequate for what it was 




Summary of Research- Good and No So 
 
• Top three barriers were lack of time, inter-professional differences, and unwilling 
colleagues; these are work site (organizational) issues. Training and ability to perform 
a RCA after training was successful as far as the methodology was concerned  
 
• Focus on the barriers is the key…training or training aids, policy changes are not 
going improve performance with RCA facilitation or corrective actions if the barriers 




Summary of Research- Good and No So 
 
• Overall, RCAs are positively favored, are value added, do reduce patient harm, the 
corrective actions are implemented and therefore are not seen as a waste of time.  
 
• The barriers are significantly interfering with RCA investigation facilitator effort and 
correct action. Fix that and the quality of the RCA investigation should approve. 
 




Patient Safety Officer Competency Model   
 
• Nontechnical:  
• Communication (oral and written)  
• Commitment to Resilience  
• Teamwork  
• Decision Making  
• Coalition Building  




End-of-Day 1 Closing Comments 
 
• Review objectives 
 
• Review today’s highlights  
 








Patient Safety Officer Competency Model  
 
• Nontechnical:  
• Communication (Oral and Written)  
• Commitment to Resilience  
• Teamwork  
• Decision Making  
• Coalition Building  
• Interpersonal Skills  




End of Day 2 Closing Comments 
 
• Review objectives 
 
• Review today’s highlights  
 








Simulation-RCA Event for Investigation 
 
• Introduce the volunteer PSOs helping as instructors for RCA 
 
• RCA process for investigation short review 
 
• Provide job aids at each table 
 
• Rules of engagement: 
o Small teams 
o 100% participation 
o Use competencies 
o Be prepared to summarize investigation 
 




End of Day Closing Comments 
 
• Review objectives 
 
• Review highlights from the day 
 











• Gaming  
 
• Communication Game 
 





Competency eats Barriers for Lunch: Lack of Time 
• Resilience 
  
• Problem Solving 
 




Competency Eats Barriers for Lunch: Interprofessional Differences 
 
• Team Cohesiveness, Intra-team Communication, and Teamwork 
• Building Rapport and Trust, and Confronting Difficult Situations 




Competency Eats Barriers for Lunch: Unwilling Colleagues 
 
• Setting Performance Goals, Rewarding Improvement, and Listening for 
Understanding 




Potential Social Change 
 
• Data-driven policy change or instructional strategies for RCA training and 
investigation 
• Improve RCA training/learning transfer 
• Improve RCA investigation process 




End-of-Day 3 Closing Comments 
• Review objectives 
• Review today’s highlights  
• Seek feedback from PSOs 
• Q&A 




Competency Instructional Guide at Professional Development Workshop 
Instructor/Moderator- Cynthia Lightner, Guest Instructors 
Day 1 
Slide 1-  
Conference Workshop Title Slide 
Slide 2 
Self-explanatory. Explain the reason why these goals were developed and 
discussed as RCA problems. Explain that in order for RCA investigations to improve, the 
facilitation of the RCA has to improve. For that to happen interventions to enhance 
leadership of investigations and barriers related to the investigation have to be addressed. 
Elimination of barriers is key. A conference workshop goals support prepares the PSOs 
as better facilitators of evidence based barriers. 
Slide 3 
Self-explanatory. Defines specific measurable means on intent of workshop and 
existing RCA perception status. Is your worksite in a productive steady state or in chaos? 
Five PSOs demonstrate or play the communication game. Use slide 16 here prior to 
introduce PSO activity to show how chaos can occur with team whether RCA 
investigation or another task.  
Slide 4 
RCA considered the norm for healthcare investigations 
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Use of whys process to determine causal factors, root causes and corrective actions to 
mitigate future harm. 
Time consuming and personnel intensive process; lead by PSOs. 
 
Slide 5 
The PSO need a perspective on research study that identified the barriers and 
other descriptive findings from the study.   
Specific Problem statement: 
There has been no post-training, post-investigation follow-up assessment to 
determine how PSOs report their training experiences after they start performing their 
role as RCA investigators. 
General Education Problem: Consider why RCA PD training is not resulting in 
expected harm-reducing investigation outcomes. 
Specific Education Problem: Post training, post investigation RCA follow-up 
assessment is lacking but needs exploring. Identification of barriers that exist in 
conducting a RCA. 
Slide 6 
The educational impact of this issue is to develop recommendations that will 
improve RCA training and investigation outcomes.  
The social impact of this issue is local; recommend standardized RCA 
training/process changes that will serve to improve RCA outcomes and reduce patient 




Explain that study is set-up to discover PSOs perception. PSO’s are best to judge 
RCA experiences for they are facilitators and conductors of investigations. Asking these 
questions provides findings and implications at the practice level. 
Slide 8 
 -The study is a quantitative online survey 
 -The type of methods used is descriptive and correlation 
-This design will use a pre-established survey given online; data integrity to avoid 
response influences negatively or positively. Supervisor of participants that will be 
invited to participate in the study 
-Design allows analysis of the data to determine if a correlation exists and to 
determine relationship to barrier and frequency of barriers. Guides the project study 
component/plans for recommended changes/modified strategies in training or 
investigation practices; determines the project study. 
Transition to the next slide, “What barriers would you say are the top three that 
you have encountered. Briefly allow the selectees to describe their experiences with 
barrier.  
Slide 9 
Inform PSOs to refer to handouts on quantitative research study, data analysis, 
and graphs for each barrier.  
Transition to a Polling activity with active PSO engagement: Ask group for their 
definition of a barrier. Put up slide 16 on screen as visual indicator that interactive 
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activity is beginning. Ask question as a jeopardy answer. An explanation on what each 
barrier means will be given. Help PSO understand that barriers are simple problems or 
roadblock toward best team work and cohesiveness during the RCA investigation 
process.  
Slide 10 
Solution to the barriers? Ask for PSO participation, encourage their feedback for 
qualitative insight on why they gave these answers if time permits. I will obtain feedback 
from one PSO. 
Slide 11 
Solution to the barriers? Ask for PSO participation, encourage their feedback for 
qualitative insight on why they gave these answers if time permits. I will obtain feedback 
from one PSO. 
Slide 12 
Solution to the barriers? Emphasize that I would like to know about their barrier 
experience. If no volunteer, I will call on the class. Ask for PSO participation, encourage 
their feedback for qualitative insight on why they gave these answers if time permits. I 
will obtain feedback from one PSO. 
Slide 13 
Explain overall competencies that CRL company identified that all PSO 
employees should have. Explain that the company is committed to professional 
development of skills, knowledge, and attitude on competencies. Ask them which 
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competency do they think align with the top 3 barriers with RCA investigation. They will 
explain why they gave answer they did.  
Use online competency model video for all competencies; demonstrations are part of the 
videos, unless otherwise stated under the competency heading.  
An Example: 
The CRL Company developed a basic competency model but not specific to RCA 
investigation problems because the research study had not been accomplished. Inform 
PSOs that these are soft skill versus technical and that HR used the DOD model from 
which to build.  
Obtain active learning from PSOs. Conduct polling questions. What is applicable to RCA 
from the list? 
Mention Handout in Study package, pull out to reference - Definitions of Certain 
Competencies as shown below 
-Communication (Oral and Written) –  
Articulates or documents information in a concise manner to the receiver of the 
information through appropriate use of engaging communication methods such as 
bidirectional communication, humor, inflection, stories, nonverbal body gestures, 
analogies, active listening, excellent use of syntax, and sentence structure.  






-Commitment to Resilience – 
Consistent self behavior in the workplace that reflects objectivity, poise, 
composure and a positive attitude. Mastering disappointment, failures, and bouncing back 
from them rounds out a resilient mindset.  
Demo of this competency per instructor and a guest instructor bought into the workshop; 
this is preplanned.  
-Teamwork –  
Interdisciplinary work with others to effectively give and receive mutual support 
to make decisions, problem solve, conduct work individually or in a group or team; 
utilizes effective communication, open-ended discussions, and listening skills to consider 
different perspectives; assists others in the appropriate use of the communication 
program, TeamSTEPPS tools.  
-Decision Making –  
Understands how to gather information, clarify issues, consider risks, benefits, and 
alternatives to a situation that is complex or has multiple concepts in order to make 
appropriate decisions with minimal or no supervisory input; categorizes reported patient 
safety or adverse events according to the DOD Patient Safety Harm scale (e.g., Near 
Miss, No Harm, Harm, etc.). 
-Coalition Building – 
Identifies information and facilitates an open flow of information exchange across 
the work sites; identifies requirements and engages parties essential to accomplishing 
mission goals and objectives; works with senior-level staff to champion patient safety 
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within the MTF; negotiates issues, with others who are resistant to change or do not stand 
to gain by negotiating; and gains buy-in and credibility by understanding the roles, 
responsibilities and motivations of others in the MTF.  
-Interpersonal Skills –  
Interacts, cooperates and works well with management, interdisciplinary teams, 
patients and general public under limited or no supervision; establishes rapport and 
exhibits respect for others to defuse hostile situations or elicit information (e.g., asking 
questions, finding common ground); listens to and interprets others’ verbal and nonverbal 
communications; and courteously and tactfully delivers effective instruction (e.g., 
regulatory compliance, technical information, safety protocols).  
-Educating Others –  
Educates staff about the DoD PSP and the healthcare activities which increases 
patient safety event reporting of near miss, sentinel or adverse events, and to support 
program activities; contributes to the education of peers by sharing lessons learned and 
best practices via DoD PSP communities of practice; implements MTF-wide education 
programs to teach others about patient safety best practices and standards; and facilitates 
TeamSTEPPS training and implementation.  
-Problem-solving:  
Recognizes and defines problems, breaks issues into meaningful parts and designs 
effective solutions; uses critical thinking to generate and evaluate alternative solutions, 
makes recommendations and formulates action plans; and considers a broad range of 
internal and external factors when solving problems and making recommendations.  
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-Decision Making:  
Makes sound, well-informed, timely and objective decisions based upon 
evidence-based best practices and reasoning; perceives the impact and implications of 
decision and indecision; determines whether an issue requires elevation to a more senior 
employee; makes effective decisions, even with limited information or when solutions 
result in unpleasant outcomes; and communicate decisions appropriately.  
Slide 14 
Prior to investigations, review this. Inform PSOs that they will conduct 
investigation as facilitator. Each of them will have opportunity to facilitate and 
participate in RCA. They will switch roles to ensure all PSO get opportunity to facilitate 
or be an actor who cause a barrier during the RCA. The instructor/moderator will give 
cues to the PSOs.  
Take five minutes to do polling of highlights taught today. Three competencies questions: 
what is commitment to resilience, interpersonal skills, and team cohesiveness? Polling 
app will be available; the instructor/moderator will share information on access with 
PSOs. 
Slide 15 
End of day activities. Refer to this slide at end of work on day 1, 2, and 3- at time 
for evaluation. 
Note: If any comments require follow-up and feedback that is unavailable at time 
of discussion, instructor will follow-up ASAP and no later than next day of the workshop. 





When time to interact, refer to slide as visual cue. Put this slide on screen 
immediately prior to polling activity at slide 9, 13, and 14. 
Slide 17 
The most frequently occurring RCA barrier is lack of time. This slide is about the 
competencies used to counter this barrier. Allow PSOs to critical think toward solutions; 
reference handout on definitions. Ask per polling which competencies may strengthen a 
PSOs ability to manage a lack of time with self or the RCA team members. Video demos 
for each competency will occur. 
NOTE: Active learning as per agenda and instructional plan for next 4 slides. 
 
Slide 18 
Refers to Inter-professional Differences Barrier. Same plan as with slide 17. 
Slide 19 
The barrier is unwilling colleagues. Allow PSOs to challenge or comment on the 
alignment of competency to barrier. Affirm that flexibility is a part of critical thinking. 
Show videos. Same plan as with slide 117 and 18.  
Slide 20 






Refer to this slide Days 1, 2, and 3- at time for evaluation. 
Refer back to slide 14 to go over RCA simulation training plan for next day. 
Note: Any comments warranting follow-up and feedback will occur on the next day.  
End of day Workshop Day 2. 
Day 3 
Slide 22 
Start of day 3, prior to start of simulation activity, instructor/moderator will 
answer questions; engagement of PSOs in discussion on answer will also occur.  
Put slide 14 on screen, showing RCA investigation simulation rules of engagement, and 
keep on screen until simulations completed. A half-day for simulation and a half-day for 
each team to go over their process, barriers, use of competencies, and so forth. After 
completion, slide 13 on screen for end of day activities and evaluations. The 
instructor/moderator will thank PSOs and remind them of the planned ongoing coaching 
calls. 




Appendix B: Bowie Survey 
Root Cause Analysis: Training and Investigation Experiences, Benefits, and Attitudes 
 
 
Thank you for agreeing to participate in this survey.  
 
Please note the definition of the following terms: 
Root Cause Analysis (RCA), for the purpose of this study, is used to cover all 
incident/patient safety/adverse event investigation processes (e.g. Taproot, Fish 
Diagram, 5 Why’s, Lean, RCA etc.).  
Facilitated a RCA- participated in the RCA process and led the team through the 
formalized RCA processes 
Participated in a RCA- actively involvement in the RCA process as a team member. 
Please indicate your level of agreement on the following RCA statements on the 
survey unless otherwise prompted immediately prior to the question or statement.  
I. Training in Root Cause Analysis 
1) How long ago did you attend RCA training?  
<6 months  
7 - 11 months  
12 - 24 months 
25 - 36 months 
> 37 months  
 
2) What type of training did you receive?  
eLearning  
Formal Classroom  
In-house training  




















Not at all  
 
5). Have your work practices regarding safety and reporting errors changed since you 





Not at all  
 
6). Do you have a sufficient understanding/confidence by the end of the training to what 







Not at all  
 
II. Experience of RCA Investigations  
 







More than 5 
 
8). At what level was the RCA being conducted (check all that apply)?  





9). On how many occasions have you been a participant of, but NOT facilitated, a RCA 











10). In general, did the RCA training provide you with the skills to participate in or 







If you have facilitated or participated in at least one RCA since attending the training 
course please continue answering the questions below, if NOT, go directly to question 
number fourteen (14).  
 
11). When you participated in or facilitated a RCA(s) to what extent did you encounter 
the following barriers:  
 Always Sometimes Unsure Occasionally Never 
Unwilling Colleagues      
Unsupportive Management      
Lack of Resources      
Lack of time      
Interference from internal/external 
sources      
Difficulty with RCA teams      
Lack of feedback and data      
Inter-professional differences      
 









13). Generally speaking, of the RCA(s) in which you were involved, were the 






14). Do you think a follow-up training session (after you have actually participated in or 
facilitated a RCA) would be beneficial?  
Yes No Unsure 
 
15) Do you think receiving developmental and confidential feedback on a final draft of 
your RCA report(s) from colleagues trained in this process would be beneficial as part of 
your learning?  
Yes No Unsure 
 
16) If you have not undertaken a RCA was it for the following reasons:  
No opportunity Lack of support Training Inadequate Lack of confidence 
Nonapplicable, I have been involved in a RCA  
 
III. Your Attitudes to RCA 
  
17) Undertaking a RCA is a time-consuming business. Is it good use of staff time and 
resources?  
Strongly Agree Agree Unsure Disagree Strongly Disagree 
 
18) RCA’s team members should include staff with a clinical background only and 
should NOT include staff outside of involved area(s) 




19) Patients and relatives should be part of the RCA team  
Strongly Agree Agree Unsure Disagree Strongly Disagree 
RCAs are conducted to improve work processes, improve patient safety, help the 
staff work together in teams, improve communication about patient care, and 
improve patient outcomes, and improve the standing of your profession. Please 
answer the following questions, #20-24, about RCA training:  
 
Strongly 
agree Agree Unsure Disagree 
Strongly 
Disagree 
20. Since undertaking Root Cause 
Analysis training (RCA) do you think that 
you are better trained in methods of 
dealing with incidents 
     
21. Since undertaking the RCA training, 
do you think you can improve work 
processes for the provision of safe patient 
care? 
     
22. Over the long term, do you think RCA 
training will contribute to the 
advancement of safety in healthcare? 
     
23. Considering the health systems 
investment in RCA training, are the 
benefits you see worth the investment? 
     
24. In general, did the training provide you 
with the skills to be involved in or 
facilitate a RCA? 
     
IV. About you (Demographics) 
25. What is your current job or professional group?  
Patient Safety Officer/Manager 
Patient Safety Data Analyst  
Patient Safety Assistant  
Quality Care Officer  
Risk Management Officer  
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Combined Patient Safety Officer and Other role 
 
26) Do you work in:  
 Medical Center  
 Hospital  





27). How many years’ experience do you have in the patient safety officer role:  
<2 years  
3-5 years  
6-10 years  
11-15 years 
>15 years  
 
28). How many years’ experience do you have in your professional group role:  
<2 years  
3-5 years  
6-10 years  
11-15 years 
>15 years  
 
29). Are you:  
Male Female 
30). With what health care profession are you affiliated?  
Nursing 








Thank you, your time and input is highly valued in helping shape the future of RCA 








Appendix C: E-mail Letter Granting Permission to Use Bowie Survey 
 
From: Cynthia Lightner <cynthia.lightner@waldenu.edu> 
 
Date: Sun, Mar 17, 2013 at 3:40 P.M. 
 
To: paul.bowie@nes.scot.nhs.uk, joe.skinner@nhs.net, carl.deteer@nes.scot.nhs.uk 
 
Hello Mr. Bowie: 
 
I am a postgraduate student, and I am in process of developing a study project that will 
focus on RCA actual performance post RCA training. I am an online student at Walden 
University in the United States of America, currently pursuing a doctoral degree in Adult 
Education. I work in the field of patient safety as a manager at a military medical 
treatment office. 
 
I have a perceived concern that the quality of the RCA investigation is sub-optimal, 
despite the belief by the participants that the RCA training met their intended goals and 
objectives. My hypothesis focuses on unmet retrieval practice and transfer of learning 
needs, and I believe that my study will provide indications and findings on this problem. 
 
Your study as entitled in the subject line of this email includes a questionnaire data 
collection tool that I think may be applicable to use in my study. Therefore, I am 
requesting a copy of your tool and permission to use the tool in my study. If allowed to 
use the tool, I will give full credit and recognition that it is your tool. I will also 
acknowledge and document your study in the manuscript and share the final project with 
you as well. If a fee applies to usage of a copy of the full questionnaire, please let me 
know, and I will pay accordingly on your terms. Your attentive reply to this email request 
is appreciated. 
 
I also sent this email request to you per my personal email address. My intent was to 
ensure that 






From: Paul Bowie <Paul.Bowie@nes.scot.nhs.uk> 
Date: Mon, Mar 18, 2013 at 2:09 AM 






Sorry for delay and thanks for your interest in this work. I’ve been out of the office and 
will be until next week. 
 
We used an online survey method based on the Australian study mentioned in the article. 
This is public domain so no permissions are necessary other than acknowledging the 
source. I don’t have a paper-based copy therefore but I am assuming you can devise the 
questionnaire based on the questions, statements and scales in the article? 
 







Appendix D: E-mail Regarding Validity Testing of Bowie Survey 
From: Paul Bowie <Paul.Bowie@nes.scot.nhs.uk> 
Date: Tue, Aug 13, 2013 at 4:28 AM 




We simply adapted most of the Braithwaite questionnaire and added a few questions of 
our own - no attempt was made to validate the content or carry out reliability testing 
beforehand. 
  




Dr. Paul Bowie 
Programme Director (Safety & Improvement) 
NHS Education for Scotland 




Telephone: 0141 223 1463 
Work Mobile: 07769367643 
 
This correspondence is intended for the named recipient. If it is received or accessed by 
any individual or organization other than that stated, the recipient must treat the 
information contained in the correspondence as confidential and dispose of it 
appropriately. 
 
>>> Cynthia Lightner <cynthia.lightner@waldenu.edu> 12/08/2013 02:46 >>> 
 
Hi Dr. Bowie: 
 
One more question please. The article on the research that you sent me previously and the 
article published in BMC did not speak to reliability and validity testing of the survey 
tool. Please inform if such analysis for reliability and validity occurred and if so, by what 
method. Specifically, was Cronbach’s alpha coefficient or Kuder-Richardson or another 
analysis performed on the instrument/data analysis of the survey responses? 
  
I respect that you are very busy and am very aware of the generous time that you are 
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Appendix E: Permission to Use Employee E-mail Address 
 
-----Original Message----- 
From: Hilary Unell  
Sent: Wednesday, March 12, 2014 12:37 PM 
To: LIGHTNER, CYNTHIA R CTR USAF AFMOA AFMOA/SGHQ 




Permission to use the email list granted. Please add my email address to this list so that I 
can maintain a copy of any communications sent associated with granting this 
permission. Of course, I will not reply to the email or complete the survey so as not to 
skew the data. 
 
 
E-MAIL CONFIDENTIALITY NOTICE: This communication, along with any 
documents, files or attachments, is intended only for the use of the addressee(s) and may 
contain legally privileged and confidential information. If you are not the intended 
recipient, you are hereby notified that any dissemination, distribution or copying of any 
information contained in or attached to this communication is strictly prohibited. If you 
have received this message in error, please notify the sender immediately and destroy the 
original communication and its attachments without reading, printing or saving in any 




From: LIGHTNER, CYNTHIA R CTR USAF AFMOA AFMOA/SGHQ 
[mailto:cynthia.lightner.ctr@us.af.mil] 
 
Sent: Wednesday, March 12, 2014 12:36 PM 
 
To: Hilary Unell 
 




I know that we have discussed my doctoral study before, but now is the time for me 




I am requesting permission to utilize the company’s email list of employees who work 
under as patient safety managers (officers) for my dissertation (project study). I would 
like to utilize the email list as a means of communicating (anonymously) with the 
employee. They will be asked to voluntarily participate in my study. The study is being 
done to determine the levels of their RCA training and investigations as measured by 
their perceptions, attitudes, and experiences. An online survey tool will be utilized to 
obtain their data. My project is being conducted through Walden University. A 









Appendix F: E-mail Invitation Requesting PSOs Participation in the Study 
 
Root Cause Analysis: Training and Investigation Experiences, Benefits, and Attitudes  
 
As a doctoral student who has undertaken Root Cause Analysis (RCA) training and 
conducted RCA investigations, I am inviting you to participate in this study, by 
completing a survey. The study will examine the attitudes, experiences, and benefits of 
PSOs concerning RCA training and investigations. The survey takes 12-15 minutes to 
complete. The study, which is approved by Walden University, is looking at satisfaction 
with the RCA training course, skills learned and transferred to the workplace, attitudes 
regarding the benefits of RCA, and experiences from RCA investigations. 
 
Your participation is very important and may result in improved future RCA professional 
development and investigation practices. The findings will be used to provide local and 
possibly national recommendations for changes in practice, design and content of RCA 
training courses or delivery of RCA investigations. 
 
Your co-operation in completing this e-survey is appreciated. There is no compensation 
for participation in the survey. All responses are anonymous, and no individual’s 




Cynthia R Lightner, BSN, MSN, WHNP, RNC 
Walden University Doctoral Student 
 





Appendix G: Reminder E-mail Message 
Root Cause Analysis: Training and Investigation Experiences, Benefits, and Attitudes 
Friendly Reminder… 
You were invited to take part in a research study to identify the attitudes, experiences, 
and benefits of patient safety officers’ RCA training and investigation experiences. Your 
participation is very important, and the findings will be used to provide local and possibly 
national recommendations for changes in practice, design and content of RCA training 
courses or delivery of RCA investigations. 
 
Your co-operation in completing the online survey would be appreciated. There is no 
compensation for participation in the survey. The survey is anonymous, and no 
individual’s response will be identified. 
 
I appreciate your participation because asking people like you who are trained and 
involved in RCA investigations to share your experience, may provide an understanding 
on the direction for future RCA training and investigations. 
 
Please complete the short online survey now by clicking on the following link: 
http://questionpro.com/t/ALdPKZSwAM 
Sincerely, 




Appendix H: Confidentiality Agreement 
 
 
